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. The Fogarty International Center for Advanced
-study in the Health Sciences was &stablished as a memogial
" to’the\late Congressman John‘E. Fo arty from Rhogde Island.

N It had been Mr. Fogarty's desire tb create within - the M

<collaboration in the interest of the health~o§ mankind.
¢ . . Ca A

As an institution for advanced . study’, the Fogarty
Internatiqnal Center. has embraced the major theres ‘of bio-

’healt:h—problems} international healtK.researcd .and "educa-
" tion, and preventive medicine.® Thd Center h&@s published
’ 'the proteedings of the Conferences and seminars devoted to
( © _ these subjects. . R - . '

o The'Fogarty Centtr is pleased to. bﬁblish the *proceed-

N ings of a conference on Médical Education in th€ Contem-
porary World held at Chicago, Illinois, September 13-14,

and sponsoregg)y the University of Illinois. Under' the
skilled diredfion-of Dr. Miller, a group "of' experts in med-
ical egucation from this country and abroad ‘considered the
principal and recurrent ‘problems confronting medical edu-~

@ cation in a periqd of. rapid social ahd ,techno,lbgica'l chinge

¢ b4 . .
Important issues have arh;en As a result of socidl
¢ pressures for jmproved medical care. Thése pressures are
felt in every country throughout the world, but they seem

* - to be partidularly‘acute in certain of the industriali%éa~-
countries. <This volume 1s directed to educators, scien-
b ¢ tists,'adeinistrators; and others .who have. a role to play *
.’ ° in medfcal education and the delivery of,meﬁ’ical care.
. e :
. .
. ’ . * T -
: { -~ " i , o .
‘ M * * Mil® Di-Leavatt, Jr., M.D. -
2 Director .
. . . ARy : ™
, e . . N -Fogarty Internatjonal Cent¥r
N v -~ 1 ) ! e i -
. N - f ] -
) A o .
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. v n . " S +
- . . i § ¥ *
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"f . ~ ’ - *
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2 > E L o
e - ¢ = 2
! . - - A -, L
. R * - R
s> v s, o . -
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Nafional Institutes of Health a center for research in biol-r
ogy and medicine dedicated to internatioral copperation gnd -

»

s ‘medical research, medicgl education, environmental health, -
soc¢ietal fa}::tors~1nflﬁenci‘ng .health .'and disease, geographic

.{

6y

1976. Thestonference .was organifed by Dr. George E. Miller
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Thousands of”individuals have gatHered in hundreds of °
"halls during 1976” to ackhowledge our national heritage, to
" celebrates our achievements during the last 200 years," and
to identify the problems we have &et to solve asswell as
the opportunities Qé‘havg still to grasp. In the narrpwer,
framework of agi§ symposium, we, too, would hope to ac-
* knowledge our heritage and to celebrate our achievements;
~but, more importantly, we wiill strive to identify’ the
problems and oppQrtunities medical education ndl faces in
a contemporary world that is chanying at an ever-agceler-—

: - -
ating pace,, , “»
¢

. Although distressing wafnings wé&e'clearly evident in.
1765, a prominent citizen of the cémmunity ended his® com-

- mencement address at the College of Philadelphia with a

reminder that "the present erd will be ever memorable in
the annals of histpry for the reputation of British valor
and-tife success and glory of British arms, as well as dis-
tinguished'by the reign of a King,’ the boast and joy of N
his people' (undkr whoge) auspices letters are cultivated,
—the-arifs—fisurish—and—the—sciences drg protected with a .
paternal &ir." Dr. John Morgan was the speaket; e topic,.
"A DisCourse on the Institution.of Medichl Schoofs in
America.” Unlike mostmodern commencément addressed, that
one was so perguagiVe that the trustees of the institution
(which latér became the University of Pennsylvania) took )

4~—:prompt action: They founded a medical school that estab-

+ lished at the beginning of our Nation's history a univer- -
sity pattern for educating physicians in the United States.
. .y »e ® X

. o \
Unforxtunatelys that pattern did not long prevail. One-
hundred years Jlater American medical education was instead
a flourishing commercial enterprise :that supported more
thaz 400.medical schools (Chidago alone had 14 in 1910).
Moskt were of. qubious quality. They admitted virtually any
student ‘who could pay the fees charged by praetitioners who ~
‘ggad purchased their faculty ahairs. These schools usually
awarded a diploma to all~who,faithfully attended the full
series' of lectutfes, then almost: the exclugive, method of -
instructien. o . ’
) ' . <
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« o5 . . ~
_ The modern ;eform of medical education 1s generally ,
attributed to the classic,1910 report written by Abraham P
v Flexner. There can be no question of the importance of
that document, (which said among other things that "the
city of Chicago is +in respect to medical educatian the
plague spot of the country") but contemporary medical his-
torians, to the dismay of many liberals among us, are in- ,
\ clined to assign greater credit to the American Medical .
Asgociation's Council on Medical Education wkose efforts . .
s ahticipated, then gave organizational legitimation tq, .
the study which Plexner carr:ied out with AMA enlouragae-
. went. Whatever the forces responsible, the return of med-
ical education to % university orbit began about the time
. of the Flexner report and was essentially complete by the®
end of WorlduWar II. With the massive infusion of Federal
" funds for research and research training which accompanied
a postbellum expansion "of* the National Institutes of
Health, the dominant, medical faculty values and commit-,
ments shifted from those of professional plactitionars to
those of academic scholars. ’ .

.

' . . ’ . .

puring the same period another fundamental '‘change
began, that of adding postgraduate, #tudy to ¥asic medical
education. (Furst, an intemnship year was grafted onto the ..
collegiate program, a pattern that had become nearly uni=-
versal by. the end of the .1920's. In the 1930's residency. , . .
training in medi&al specialties was appended and by the V . v
end of the 1950's this exptrience also was nearly uni-
. vérsal. ' Today it is not uncommon for a young man Qr woman’ ’
to begin an independent professipnal career in medicine B

. at about the .age of 30. ‘ v’

- The scieptific triumphs that medical scholars hdve
‘ achieved, codpled with the incréasingly sophisticated .
< techniques of medical specialists, have 4n the last gener-
-5 , ation transformed the practice of medicine as well as the
content. of medical education. Both °seem to have become .
more academic, more hospital based, and -more expensive. -
It f3>.perhaps no wonder then that a question being asked
with increasing fréquency in.all parts of the world ‘is
whether this oriemtation of medical education and medical .
pragtice. addresses the most pressing health needs of «
v, either the industrialized or the developgﬂg world. As a .
more elegant speaker than I recently said, "If I were - \ -
asked to’ composé an epitaph on® mediciné throughout the v o/,
20th century, it would read 'Brilliant in its discoveries,
syperb in dts technological breakthroughs, but woefully
inept in 1ts application to those most in need,'" Marc . ‘
|
|
J

[

Lalonde, visionary and pragmatic Minidtér of'Health in }
‘Canada, put itseven more bluntly when he sk, "While an
g ‘elegant heart transplant might prolong one life for 2 years, Va
 t the risk reduction that tould'be obtained from achieving
even a 50 percent rate of wearing seat belts would save
700 traffic deaths a year."” "o L. - -
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Whatdver- our ‘emotional response .t such ebservations,
one Gf the thihgs which critics point ot is that medical
care, or health gare, is no longer the responsibility of .
physicians alofie=~if it &ver was. The last twe decades
have seen a phenomendl-incréase in the number and variety
of health professiohs and health occupations which, with
the established health professions, are ideally envisioned
as a team. <But despite an array of talented individuals
and groups, there is in practice 4 depressing absenceaof
skill in true “teamwork.’ ’ . ’

. ¢

- ' Inevitably this ekpansxon in.number; and change in'
character and quality of health professions education, as
- well as health serviced, have been accompanied By a sub- ¢
. stantidl-increase in 'cost. But in spite-of the enormous
resources which America has mobrlized for medical -educa-
tion and medical care, we still import more physicians than
any country in the world. Last year tgougMly half .of the
newly licensed medical practitioners in America’ were edu-
cated outside the United States.” As one sensitive writer
-from a rapidly developing nation has commented, while .
watching many of hi's countrymen'settle here, "One country's
transfusion {s another country's hemorrhage." And while s
we import physicians, ‘we,/export pattermns of medical edu- -
cation.and medical care‘which may aggravate rathers than -~
solve the health problems of the. nations which take ap' our
‘attitudfs, values, and practices. Sy N
. A - - .

is then is the stage updn which our play #ill be
perfbrmgd,for the next € days. The problems are obviously’
£oo large for medical educators, pargicularly academitiang,
to solve alorfe. We need the perspective provided.by our
.uniyersities &t large, by others concerned with health and
edudation, and by thougktful ‘and well-informed members of -
" the public.’” Thus thié Symposium includes representatives
* of all those groups. We have previded a set of background
* papers upon which eac¢h of you has had an opﬁbrtunity to
‘reflect before arriving here. We have asked the major-
‘panel contributors to address the specific questions posed
in those papers before deating with others that may seem
to them of greater importance. We haveasked ,the media
afepresenta§ives tQ probe, to quession, and to challenge in
Ythe journalistic tradition they follow so well. And -
finally,' we have provided an opportunity for exchangé both
within the plenary sessions and in smallex groups that
will encdurage dialogue where the e¢xperience and exper=-
tise of, others, who do not appear on tpis platform, may ¢
b& sHared. Iz is this exchange which we hope to assurg by
Placing sharpflimits on the time givens foripitial ,presen-
tations and iA the request that all symposium participants
avoid making speeches dn faverité, ' but not necessarily:”
relevant, topics whan ‘they speak. ’ .
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N 1. ’THE PRQBLEM oy SEI:ECTIJ@.: .
.. * '.o ; . i . ’ . Y - )
* AS a matte.r of i)ohcy, American’'medical scheols (un— '
. ];J.ke sohools in sqme other parts of the worl8$ select | M

thosetwho will be .admitted to the study of medicine from.

3 conslstently(larger groep of agbhcantsw The mafnitude .-
of that selection process, summarized in 'I‘able 1, shows.

t,,hat for nearly 20. years the nqmber séeking admission has
increased more rapidly than have the flrst -year places °

. avallable. - . *
) oo t . .- .
4 TABLE 1. Medical Sch?ol Adnissions Between 1948°and 1974.  °.
i s - . o e
L4 “ - . o
ot Applications/ , e . e .
Year . Applicants Individual. Accepted Percent ’
1948~49 , 24,242 . 34 69w 8.8 . .
“: - ’\. v
195354 14,618 ° y 3.3 7,75 " 51.8 '
o 1 @ ‘ . L
'+1958-59 ' 15,170 3.9 © 8,366 55.2 *
‘“ . * - ¢ e
! J963-64 - “17,668 4.0 9,063 51.3 ’ 7
. , . '
! C . . .
1968-69 21,118 -~ 5.3 © 10,092 |, 47.9
. "\1973-74 40,506 8.1 14,335 35.4
P * . -
. . ) . . .
The numerical 1dsue is only one aspect 'of the selec- .

tion problem. There is the’ further issue' of assuring appro-
prlate represensation of ‘spec1a1 populatlons V\L!.thlh the »
group adfnlt\:ed. ‘For examp®, wohen in steadily increasing

numbers ade seekingsthe opportunity.to' Jpursue a medical, hd .,
career and are ®xpecting to,be judyed according to the* 4
+samg selection criteria as mene e record for the last

35 years, as may be seen’ in Tabl 2,'shows Y pattc;rn of v #

flux.

-

Members of mirorities alslo. seek andzdeserve, a greatér
opportunlty to prepare - for, medical cargq(“ Although
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.t comparati\}e data are limited, those that can be cited (see
Table 3) indicate a trend similar to that seen among women.

.
’

' * - . -
-8 TABLE 2. Women ‘Medical School Applicants
] - Between 1939 ald 1974. .

Y . -

cLo ‘ Year . Mumber : Accepted* Percent

’ 1939-40 .o L " 296" 46.8 .
1949-50_ 1,390 _ 367 © 218

. . 1959-60 Lo . 94 . 1s.i ;

1969-70 2,289 Lt 952 41.6

v
.

1973-74 7,202 , 2,783 R 38.1 - :

.
. . .

*From 1929-30 . to 1974-75 worten 1n first-year medical
. ;chgol classes have increased from 4.5 percent to 20,4 H . v

& . R R - , ", e .
s ¢ :’i TABLE 3. rity Medical Schiool Applicants ‘
. ¥ BeRveen 1970 and 1973. . . '

F

L Lo

o - L Group: ‘ Yeaxr , Applicants - Accepted Perc?nt »
Black Americans 1970-71 1,250 ' 542 ‘ 51.4 T
- . [ ~ " . . .

. - 1971-72  -1,552 - 810 - §2.2 - -

L ~ T 1972-73 41,786 791 44
B Cy '.\ , «
. American Indians’ 1970-71 = 44 == - .
.-
1971-72 . 719 - .

- ) 1972-73 121 . 29 24,0 ’
. 0 .
S . ¢ Mengax'\ AAmericans 1970-71 - .- -

- s ,

A . ; 1971-72 143 I _
o bgyn 229 ms ¥ o485

- N ~ -
. “ H - 4
, [ .

. 'mﬁte apart from the question of ethnic grouping’ is,
whether tHose who are being educated for medical practice- . ' -
) represent &n appropriate’ distribution of socioeconomic class.

k ", Illustrative data on this question are shown, j\rft'l‘able 4.,
) " Lo - : o T -
\ On the basis of hist®rical twends oyer the last 45
. years, a continued increase 1pmedical school applicants can oo
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-be anticipated throuyh 1979. The number‘will thep plateau
until 1985,%and subsequently fall. to the 1973-1974 number

by 1995, These projections are based on the obseryation
that 0563 to 1.08 percent of|22-‘year-—old~s have regularly
applied to medical school (a much more ®onsistent figure
than the proportion of college graduates which has Yanged
from 2.8 to 6.6 percent). Since first-year places are

-

. unlikely to increase during the next 2 years at the same "

rate as applicants, competition for admission will

pre-
dictably become even more seveg:'e'. M

[ : Lt

PO ) - e K y
+ - TABLE 4. Pergentages, of Medical School‘Studf:}sL
’ v ' “ American Mexican
A ~ Caucasian 'Black Indian American
g -
o fAfnual Parental Income A
"% tover $20,000 .36 ° 8. N 5
Annual Parental Inccme T
‘ ’ Less Thah $5,000 5 29 - N 24 ¢ 30 -
Father a Physician 17 "o .. 4. 7
- " ' ¢ .
" rather a Professional 50 33° 42 17
Father Unskilled o4 25 PR 10
1. . * ’ > *

An increasing number of those rejected by American

medical schoolg¥tyrn to other
nity they have been denied at

. * hensive data are mvailable, a

that at least‘§§700 Americans

- medical schools in 1971-}972,

countries for the opportu-
homg. Although no compre-
conservative estihate 1is-
were enrolled in foreign

By ,1973-1974 that estimate

hngincreased to 5,000, and 1s still raising. A few of
thege, students are latdr admitted to advanced standing in
American medical schools but the numbers are small, as may .
be seen for the following years: 139 in 1970-1971, 162 4n
1971-1972, 243 in 1972-1973, 169 in 1973-1974. Most return
to the United States qnly after graduation, and with a
12rge numbér of foreign nationals compete for internship =~
and residency- positiops. Many- foreign graduates, both
American and others, subsequently remain in the United
States to practice. Each year since .1970 some 30 to 50

.percent of newly licensed physicians have been educated in

o

and graduated from foreign medical gchools. All of this
sugqgsts‘that the fiumbers now admitted to American medical
schools (virtually all df whom graduate, since the attri-
tion rate is now less than 3 percent and the acafiemic
attrition rate less than.0.5 percent) do not.medt presgnt
quantitative demands for physicians in this.country.
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v AcSdemically, Amefcan medical schools appear to get

»e="" ahe cream of the college gradudte crop, and that cream con-

- tinues ta become richer--at least 'in terms of college grade -
point ayer’ages ,(GPA) and Medical College Admission Test
_(MCAT) scores for science achievement and verbal aptitude--as,
Table 5 shows. - . - T «

F 2 \ ' -

° = < '

.oo° . TABLE 5. Achievetent of Medical School Applicants
< @ " By GPA and MGAT. . »
9

.

- . Admrtted Students . Rejected Students
A ‘ Ge MCAT MCAT

L+ In Peréent Verbal Science Verbal Science .
- R i

C - . .

= ‘a

. -
. *1958-59 14.3 16.0 527 523 . b

4 ' ’ . . v - .

h - - “ . B .

o ,1963-64 12.3 11.

537 545 484 467

A =

R

» 1968-69 16.8 73 555 577 496 495

. 1973-74 36.4 ~4.8 " 567  .592 518 _ $®. -
- B » PR K <.V)' ' ’

~ J\ In :fact, studies of admission probability ,bdy'the Asso-

¢idtion of American Medical Colieges have led to advice (in
Medical School Admission Requirements) that, other things .,
" being equal, an applicant who does not have high college
‘gfades and high MCAT scores "shbuld give $érious consider--
tion as. to yhether he or she shbuld apply at all to . . .
. medical school." N

R -
The predictive validity for such a selection methodd is
+high when. the criterion i8 academic performarce in the
first year. HoweVer, thistcriterion is increasingly
* attacked @s incomplete. For example, ong ,author points
. out thak only half the students who excel in the basic sci- _
T, ence cujn}culum do so in the clinical program, angd 70 per-:

* cent of those whd aexcel in the cljanical program have not
done so in basic science. In another study comparing
minority students from disadvantaded backgrounds with regu-

< ,larly ‘admitted *students, all’ hat one of the special stu-
dents would ordinarily have been rejected on the basis of

* , MCAT scores and college GPA.- At the end of the second ,
year 1n medical school, National Board Part I Examination

. [/scergs'st’ill idéntified two populations, but the average for,
. 1"f,~ both grotps was above the minimum passing level. .In the
! fingl year the groups were still different, on analysis, of

s . aggregate performance ofi clinical services, but the differ-
- . .ence had become the distinction between average and slightly
o. above average students., B _ Tt v
N . . . . ) :
‘9‘ . — -«
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. - ‘Finally, the pred:.ct:.ve validity 6f these selection

dew.ces do#s’.not "appear to be high when the criterion is
, success in professional practice. Despite the elusiveness
L ‘of an acceptable definition of success, at least a few ,
studies (Peterson, Cliute, Price) have attempted, and L <
fal.led, to demonstrate a significant correlation between
acaddemic achievement and later performancé. Academic rec-
ords do, however, predict the nature of that practice: .
Those with lowest achievement have in the past béen most
. l:Lkely to ent general practice, while those *w:.th higher
N grades are #ore''likely to become spec:.al:.sts‘ Whether
' that pattern will persist in the face of a growfng “interest>
in primary caré reméms. to be seen. . ; y
. Thus, w:.thl;n .this context, .four questions need to be
addressed during’ the symposium: . T

. . . .

A% N D ERPERER ‘-;v.«’g v g4 U
B @ Are we selecting an’ approprlate number :

. of students? N .

TS

R @ Are we.seL\ctxng t!’le right mix of s\tu— S
. 4 . 'S
W g dents? - \ .
. o : @ Are we using the most suitable selec-
< tion methods‘? “

[ :
LY : QIf not, what alternatives are avaidable o
. / to s: =1) operd, admission? 2) guota? . -
- v 3) lottery? 4) preédm:.ss:.on clinical
I trial? 5) some other method'> - f

-
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* THE PROBLEM OF SELECT]ON o
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*“Alfred Gellhorn, M.D. .
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Onlf in the last 25 or 30 years has it been ihcreas-

ingly‘moge difficult to be.accepted.for admission to medi-
‘eal schoal. Many important pollcymakers if medlcal edu-
“cation, jncluding some who make ‘the rules for selection of |
medical- students,; would havealittle«chancq of acceptance

A if they were itb; try to enter medical “school today with “the
*kind of coll record they had 30 years ago. .I wonder,if -

. there could be any of them 1in this audience. Well, in any

" case, there 'is one and he has the floor at the moment.

- Maybe a feeling of gullt at the ease with whith I entered
Washington University with a mediocre academlc record
_nakes me partlcularly critical”of the current ¢;¢ter1a
“Used in theg selection of our doctors for tomorrow. My
concluSLOn’ls that medical-schools and their ‘admissions

* committe€s are using Airr®levant criteria which do select a

uconslderable number, of fine men and women; but this 1s by
chance rather than’ by designe Of eqgual importance is the

* observation that medical schools aré responsible for-a .
miserable distortion of .the college experience of one—'
quarter million or more;ggemedlcal studenfs who have prof-

+ 1rted llttle from their ukdergraduate educatlon. ,

Although we procIa{m ourselves a pegce-lovxng peqple,
we have had a war for~ every generatlon beglnnlng with the
War of Independenceo Three of .the four major wars have

. had an important influence on Amerlcan medical education,
and this 1s partjcularly true of WOrld War II. At the
© e time of the Revolutionary Wari the first medical school in
Philadelphia and its tlose second at *King's College in
New York had scarcel{ gotten underway when operatiops were
. suspended during hostilities. . Kfteswﬁrds there was general
B acceptance of the arrogant bel;ef that the United States
“ of Anmerica could do very welli%xthout any cultural, intel-
_ lectual,.or scientific 1nfluences from abroad. The'one
essential requirement to be a medical stpdent was- the
money to pay the fees of.individual lecturers; and then
you could learg from Benjamin Rush about the wonders of
bloodlectlngp purges, and emetics. to relieve the inner ten-
. sions which produc&d so many diseases.
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By the trme of the C1v11 War there were more‘medlcal
sthools along the Atlantic seaboard, lncludld@ Dartmouth,
Harvard, and Yale. The first effect of these was’an empty-
ing out of the Southern students who never returned homk.

In the postwar period population growth and westward thrust
created a demand for &o¢tors which could not-be met by .

Audﬁvq;s;ty—related medical schools in existence at-that

~time. There began then the mushrooming of proprletary "
schools, which reached the fantgstic number of more thgn
400 betyeen 1870 and 1810. These schools were -clearly
moneymakang ventures and admission as well as graduatlon
with a diploma, often with little time between, required
only thé€ requisite money. The product was not” spectacular
but every one~road hamlet had its, doctor and the ready ac-
cess to care probably provided comfort to many xious’
patients with se}f-limite? health problems. .
H b e . 11 v
Before World War I, Abraham Flexner rbcked American
and Canadian medical educathn so that the impact-of the
song "Over Thene“ was relatively pinor. ., Mr. Flexner spent
several weeks with®the Johns Hopkins medical faqplty, who
hdd selected the best features of pedical edugat;pn in  °
Britain, France,'and particularly Eermany, and -then he
ventured forth with the Hopkins model_flrmly 1n mind tov
assess U:S. and Canadian schools. Flexner's report in
1910 established the importance of gcientific pedicine
through the integration of the basic sciences, intd, medical
education as fundamental to clinical méd1c1ne. THed re-
quirement of previous appropriate university or college . *
.education by those w1sh1ng to enter meﬂ}c1ne was sfresseﬂ.

.

- .There were a numb of addi ional ﬁactors such as full- -

tlme“facglty, facl tmes for.}esearch,” and eontituedrclin-

. ica} education in a teachlng hosprtal after'graduationr. .

Xt came as“no surprise to many when Mr. Flexner reported

. £hat the vast majority of" diplboma-granting megicil -schools

then liberal AMA and“thé,flédgllng'AAMC‘

were a dlsgrace and their graduates unqualified, bukt the
public reactzon was brisk, so,that in less than a ded de:
the propxletary schools had disappeared, ,and 50 Jf. tfg 53
remaining schools had met standards establlshed.by yg

[

- The medzéal school curriculum conSLSted of. 2 yearg of
basic sciencé follewed by 2 years of cllnzcal medicine,
which was believed would produce physxcrans with a keen
appreciation of scientific medicimne.' It is interesting
that despite this rigid format, 80 percent of the grad- .
uates up until World War II practlced'general med1c1he and
only- 20 percent were, speczdllsts AR, @

*World War II had.a majdr lmpact on med1c1ne and med~ " 1
ical education. The. Buccess of Government—supported tech-
_nological and wat*rEIated medical research Wwas so impres-
sive that the public zﬁnsxsteq or the opportunity to .
“purchase lmmortallty*durxng .the postwar period. We in med-
‘icine dld npt dlsabuse the c1tizens and there fOIIOWed the ., e

43000 .
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+ as well as promotlons, vkre tied to research product1v1ty,
and the rate_of increase of graduate students in the basic
medical sélences outstripped the growth of medical student
‘enrollment. . -

. )
- :'f The bgrst of biomedical knowledge was spectacular,

. “such that publications in the medical .and scientific jour-
nals appeared at the rate of one every 36 secon&s We
should net be surprised, therefore, at the development of
:the concept that to understand the vast scientific advances
i to contribute to the generation of’ biomedical knowledge,
- those who were to enter this flowering of scientific medi-
cine must be possessed of superior intellect. -Oh, appro-
priate lip service was to bé given to character (Association
of Ameritan Medical Colleges 1976), but.this would be
assessed’ durlng the interview after the appllcant had passed
the academlc qualifications barr;%r reefs.

g

3

The obvious and most objective method to quantify
lntellectuag ablllty and capacity, it qppeared, involved
the use Of grades in college and medical "aptitude" tests,
which made their first appearance 1n 1946, The college GPA

- (grade polnt-average) has become a statistic’ of great im= ,
portance to admlsslons.commlttees, and particular attention
# is given to the:GPAs 1in science courses. The MCATs ¢Med-
.t .ical College Admissions Tests) which cover verbal ability,
\ scxencé, ‘quantitative, abllzty, and general information are
now standard, and the scoring on these and the college '
grades make up 66 percent of the decision on selectlop of
- candidates (Qetgon et,al. w7l), Blcause the competltion
® - for medical schoel is Bo-i@en, tHe ScoTes GE™tNe GPAs of ¢
AR accepted applicants have risen progressively during the
) - last decade, -such that ir1975,,7less. than.5 percent got in *
- +with college averages below' 3. 0’(out of 4.0) and more than-
* ? ! d‘th;rdhhad‘stralght A averages. Similarly, the mean of
gpe four hedig coltege aptitude tests has climbed, and
@ppllcants krt that 600 (out of 800) or better in scierce -
f'ﬁ quantitative ability 1s necessary to assure serious.

?:' . ‘cﬁns1deratlon in mo$t-medical schools. f !

; - .

N .. Befare the predxcti%e value of these grades 1s assesséd,
AN brief mention should be made of the i1mpact of medical school .
| course requirements and admission criteria on.college edu-_

cation. More than 90 peréent of medical schools require-
<", biology and chemistry through organic:chemistry, one-half
. | specify,_. hysics, and a third require mathematics, with
; ‘being specified ih the majority of these. The
ientific subject.explicitly, identified as a pre-
is English, which 1s noted by- 75 persent of the
sbhools (Assocration of»Ameﬁlcan Medical. Col-.
It Ts small wonde;?that the majority of
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*. ¢, . 20-year stream of gold from Washington to the medical
K . schools. During this period the name of the game was labo-
- ratory and clinical research, and teaching and patient care
. . ' Wwere necessary evils. Appointments to faculty positions,

u




¢ premed students take sclence cdourse after 'science course, .
. and in each one their”econcern for high ‘grades ig an obses-" -
sion. I have spoken to many collede students who did not .
., wish to go to medlcal school and they.have made major ef- B
forts to avoid classés, with premed;qal students Brcause
theé competltlveness and’ preoccupaglon w1th grades militate
against leapking. The particular concern of medical school
admissions ‘committees with thecperfdrmance of appligantss
L ip organlé chemistry makeés this a maJOr battleground for
4 . integpersonal competition among, prospectlve medical stu-
. depts. The {esultant cheatlng, sabotaging of classmates”
. experlmencs agd other dirty tricks are cemmon knowledge
among collegq ttudents.and. facglty, &nd were brought to the
L public's attentmon by Alton Bl3keslee during this” past year.
< » ..
. .One cannob blame the premed studeht. Hé or, she knows
that 87 percent of the accepted pllcants té medical ' . ,
.. school major .in sclence1 ard/ the 13 percent th majored in -
L3t gguch out—oﬁhthg-way subjépts as hlstorygﬁsOCLO%ogy, pollt- i
A ical science,. ecopomicsp or. philogophy must have had some® .
‘ th1n9 else.going for them, such as playlng the: oboe . ' |
well! It 1s(bad enough that there is an overempha51s on |
. sciefice *courses for those Who dltimately are accepted by a
~ medical school; for thosé who have faltered along the way
sbecause they failed to make a high grade 1n§a science or,

. even'worse, for those two,/but of three who have all the
appropriate battle rlbbons and' then are denied admlssloﬂ, -1
tha effect is devastatlﬂg Their college educatiofi has not

. adequately prepared them for other health careers or even ~ * oo
for good citizenship, and ,only a_few enter graduate studies
in one of the basic sciences. A few thousdnd who have

t
-

.

wxsely chosen rich parents.go to tie ‘small number of for- : L

. , eign medical 'schools whioh still accept Amgrican students ooy

" and where, for the most pE}t they*recelve as4poor but ':ﬁ
costly educatloh. Y , ~

% PN . v v ‘s

Medlcal schools, of course, belzeve that they cannot f
R sbe faulted %f SO, many w;sh to ehter the nobleuprdfeSSLOn, . .
i and further they have a public respon51g111ty to select the
- most qualified applicants. The first question then is, - [
Do the college grades and the MCATs predict academic, per-
formance in medical school and in clinical or other sitt .
L, atidns requiring skills beyond the usual ones?" There is a .
K “considerable literature 1involving hundreds of medical stu-
dents in many medical schools which demonstrates that the
two major gradé selectors (GPA anq MCAT) predict accurately
. ‘the grades.students will receive in their firxst years of
medical school. Thereafter, it is all downhill, so that *
the correlation between high and low GPAs and MCATs and -
the performance of these students in their fourth year‘be- T
comes as small as +.01 (g perfect correlation is 1.0).
~ « " ’, -
. 3 .
. : NS
. L . [ . . - N -
*The author s&ngles out the followlug sources on the A
(Contlnued on v e e . .
P}ll e . { _ :.
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There is slight yariat:.on depenpding on whether the GPAs . | ¢
-in- the last two years-of scollege are used ag pred:.ctors - L.
or ‘whether individual MCATS qre used, but néne -accurafely :
:r.nd:.cates ach:.eve.ment in the cl:.nrcal years. <A review of RN
the literature by Wingard and Williamson (1973) revealed R .
- no. significant relationghip between,physician performance N
- during the house officer. pegiod or J.npractice and premed-
' <« ical grade criteria.’ , ’ N

s N
. Interest:.ngly, the performance on Part I¥of ‘the » .
' Naticfial Boards and MCAT scores correlated well (Leif et <
. al. 1965), and this, to me; is a.less:than flatter:.ng . C - §
R - comment on the National Boards. ' . c s
! . . u! . s AT
: Having serioufly ques,t:.onea the ma:.n%tays of the -
medicgal s;:b’.pol selection process, there s:i'll is the im-
+ portant 1nterv1ew for thoseé who have passed through the . '-@;}a;‘
apparently irrelevant but controllz.ng GPA and MCAT screen. 'y,
Surely the wisdom of seasoned faculty, “basic sc:.entz.sts, . Cy ,
and clinidiafl, will'be ableito discern those qualitiés 1
4
i
L

A

L
L2

. which will eventuate in goad students, good house officers, .
T and gdod pract tioners.»-To assgss this judgmental process, |
_ jt would be helpful to ééterm:me the goalsTof medical . 1
e " educatibn as defined_ by the medical schogls. Alas, such .- - .
) information is not readJ.ly ava:.lable. I know of a number . .
" of schools which have the spe c cg:y ectives of dubatlng S ot
. physigians to meet -the identiMiedinésds of the States or
the¢Nation., Among these are t’he Um. ers:.ty of Illinois,
the University Qf Florida, the, Um.verhrty—of Misgouriin——— - .
Kansas City, Michigan State UmVersity and the  Unifersity RN |
. of Southern Ill:.no;s. in the AAMC® (Associat:.on of American . .
° ' Medical Colleges)Medical School Admission Requirements -
* 7 '1975-1976,"91 'of the 114 medical schools do not list goals) )
. 21 1list only such general ob]ect:.vés as "bas:.c foundat:.on .
cl of knowledge, for alt aspectd of,medical. care,™ *production ..
of phys:.c:.ans who will pursue,a lifetime of cont:.nu:.ng . -
education,” and "learning about dzgease states. in map." . .
Several of the schools mentioned above note that they are - |
selecting studénts who intend to practice in the- State. :
where they are located, and two schools ind:.cate theijx
. ijgoals of educat:.ng physicians for comprehens:.ve care. L e
“ -
o Despite the efforts of a few schools to relate their .
- Selesztlbn to the o'bJec,tives of med:.cal educatlon, the , )

.

-« - v

gt 11 , . o
- < .
: (Cont:l.nued from.;u.].ﬂ) - -
subjeut .of grade gelectors as determinants of medical K
- . sch gexrfbrigance: ‘Bartlett (1967), Best et al. (1971), . o
. gongeM and-Fitz (1963), Donnelly et al..(1970), EcHols )

) et al, (1973),"Gaugh et al. (1963), Gaugh and Hall (1964), S

H Haley and lerner (1972), Jason (1972), Korman et al.. (1968), ™, =~
Leiflet al. (L965), Oetgon et al. {1971), Obis.and Weiss LT
(197@,7Pau1:|. (31973 Rhoads et al. (1974), Scheuer (1975), - .

5 -» andjlinygard and Williamson (1973). s
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majority apparently consider thELr function to be th§~produc-
. ®ion of the "omnipotential" physician. In the few sfudies.
availablg, the 1nterVLew appears to be as weak K reed as, e
gtadés and MCATs in predicting the outcome of medical educa-
. tion" ‘These studies correlated the interview with medical
school performante, general competenpe at gradqat}qn, or °
clinical effectiveness as measured in internship and found
values ranging from +.01 to +.21 ({Echols et¥al. 1973, Eron ~
1954). An independent evaluation by psychologists, of those

. accepted by interviewers revedled that guccessful candidates
. were -healthy, robust, good looking,,cheerful, good natured, ’
and relaxed. The rejected were characterfzed™as tactlgss,
thankless, frank, pessimistic, unconventional, hlghstrung,
coarse, and Tompllcated (HQlland 1973, Ingersoll and Gléves
1966) . N 3

. \/ ’ - ‘ ~

Perhaps it is not too surprising that the 1nterv1ew

v prefiicts llttbe more than the personal preferences of the .
interviéwer. With rare exceptions thev*interviewing. process
is not sgeandardized, the interviewers are not systematically

-tra;ned‘ﬁlth a .purpose in mind, the composition of: the
intérviewing team is nledical fagulty and medical stqdents,
‘and the outcome of the interview rests on, sub)ectlve welght-
.ing by the lnterVLewer. D

"

N .
A finalfégsessment of the results of the total medlcal
school adm1551bn process as fow practiced leads to two im-
portant concquLOns' 1) The vast majority of accépted appli-_
cants graduate . from medical scho6l. _A personality measure=
ment suggests that aboft half-are "non-normal® %Rockwek&—and
RoekwelL>1974, Rothman 1973), ‘showing what hhs beent qescrlbed
as a "“normal* nelirgsis.- (Liske et at. ,1964) known as ‘the "med-.
.y ical student personology of the obseSSLOnal variety in which
students make -an adaptat;on that pertits them fo function in
«a rigid conformlng fashion."  2) ‘The-admission process se- *
“lects etudents who are more likely.to ‘be interested in sci-
_ende than.in péople., baniel Funkenstein (unpublishéd mono-
" graphJ, who has been a systematic student of medical students,
has summarized’ hlS 17 ,years of research or the Bases of
career choice. ‘grouping.of students into ‘"bioscientific”
and” "biosotial* typ h readlly be done «at matrlculatlon, b
. but Xhdir ultimate careers are aetérmlned by factors, other
than personal characteristics. Among these are the post-
.*M.D. training, type, and location; the.geographic prefer-
ences of the spouse; the finantial pressureg and possibil-
ities; the practice opportunlEies, and, of equal importange,
the societal presspres. All except perhaps the last are
self-explanatory, bug the lmportance of the social ?@es-
sures should‘be empngSLZed. . ) »
In the post World War II' perlod the rapla and exten—
stve accumulation of new bidmedical knowledge was one
factor leading to specialization, but equdlly s;gnlflcant
. was' the public attitude that a spec1allst was necessary
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. for optimal medical care. This presumBtion, with its
L s corollary of deprecation of the general practitioner or
e , . ganeralist, led to a reversal, of ‘the ratio of generalists
co-- to specialists from 80:20 in 1940 to 13:87 in 1972. Now .o

-~ the pendulum is*swingipg back angd the demand for compre- °
hensive, continupus, and personalized care in the form of
primary care physicians has risen rapidly. Medical school

e: @& admissions eommittees have changed but little and continue
. for‘the mogt part to select students whose pefsonality and
aptitutles are more relevant to careers as biomedical
scientists, academicians, or specialists than as primary
care physicians. Necessarily, however, a proportion will
be forced by external circumstarnces into comprehensive
care for which their character and training may beinappro-
priate; ~ * . -
Y . & .“ . . - « . . ‘. K3
o ¥>77 As_now organized, medical education appears to have
. . little inflience on subsequent career choices. (Funkenstein
‘", + unpublished manuscript, Rezler 1974). ! ‘.
a-ﬂ.@ags_a“: 2 -0 . . .. P .
: - ™" Having indicted the ‘selection system, I would like
e ., -—to place Pefore you some suggestions’'for change. .y «
’ L 4

N

. y R & . . . .
Cy - ﬁ{;St, each medical schqol should define the objec— « 7
: .. tives of its education. These might rahge from the limited
\y goals of educating primary carge physicians f6r the undef®-
s served urban comminity, as in 'the program with which I
L. ? t SAQSociated, to the productigh of physicians for a vari--
.- - 0f cdreers'including biomedPial scientists, health *
‘ . care admipistrators, Specialists,.generalisié,‘and so *
A forth. For schools with the latter purpose,.the facufty;
- should have some congcept of the. proportion of ‘each iden=
* tified career that would he appropriate. During the past
40 years.of my éxperiendé in medical academia, I'have been
. privileged to be‘associated with five medical school8. 1In
I each, the*facnlty leadership solemnly believed that! tHeir
... - medical schépl-had the respongibility to produce the med-
- ical: faculgidgeof the future, whereas, the other American

L ;Eiaical 8¢ would- produce “the practitioners, As I o
.- "have vi d other schools, I havé ‘found tiis? concelit to

o . - b&.wid@Spread, so that eagh institution sees itself,as .
T producing chieftains but no Indians. ' Sy s
5 z”‘h:ﬂ o . N . ". ' - . - S
LT g Second, if medical, schools defined their educatiocfi®l 3
ission more precisely, they might,be able to indicate the
premedical fequisites fn a more ration#d fashion.. This
*~ should be done. in .collaboration with undergraduate college
‘- and umdyersity faculgies. I believe a core premedical
. curriculum?could he devised inswhich mathematics, chem-
Lt <'i§§ry,pand physics would be reduced so that they were .
. T contrihu%ory to an understanding of the ba§icﬁnedical‘:‘e
s sciencéq but no more.. The overemphasis on chemistry,
- v partjicularly organic chemistry, and on mathematics is
s .+ - unjustified in . terms of their importance Yo the medical,
_— sciencéﬁ or cliﬁical medicine. Their distinction now is
L . . - » - . w PREEEY

4 T . ‘ - 4 [

?

va

—G
®
|.!
{4
[\l
o
\
\\

.
Ewgiﬁﬁﬂ - R - o 2

. . .
L. i L .

- . TN




3 . . -
. B V4 x v
. M ,
A ’ ‘ fg .t ‘ -~
N ~
. ’ ‘ . . .
. more that .they keep down the number of medical school —

applicants than that they are vital bodies Of knowledge.

The core curriculim should.include a significant segmerrt -

of the socigl sciences'which would foster an understanding ¢
. dof .health and the health care gystem gf -our country. If

*lpossible, fiéih.ex erience shdldld be providéd so that

B tudents would™have a means of| te'sting their *interest+in *
" " medicine against peality# Finplld, the importance of
c . e humahities should@ be emphabized as a prerequisite to -
~ wmedicine, affording the prospettive physician an awdreness
and sensitivity to diverse cultures. ) g
Tee . ° Beyond the core pPrerequisfites, variation could be . 4 o
* " encouraged. *The student whose| aptitudes and skills lie N
- in research could concentrate on an area of sclence whefe . *
. experience in the laboratory could be gained. The commu-
- nity-minded individdal could Hroaden his academic and -

’ people-oriented experiences in apbropriate fashion, and )
so_could others relate their interests to the varieties of
careers which meditine providesr < .

) P ~ , . » o ))f\ . 4
. Third, the’ selection of applicants should be on the -
basis of cognitive and noncognitive griteria. The acalemic
EN entrance requirements should be set at a level which as- | .
sures success in' the medical school curriculum, but after
S that criterion has been met, the antecedent asademic: .
achieveménts should be given exponentially decrgasing i -
¥ . weight. (The emphasis on facts which play such a large .
s .part in out‘current academic standards is palpably irra-
tﬁonal as. we Know that the half'life of.these=§aéts is . L.
. " less than a decade. A more appropriate ‘testing for poten- .

- tial physician$ would be in the drea oﬁJgroblem solving, . .o
- and T don't mean the manipulation of mathematical formulae. .
N Since agphysician is constantly faced with problems, it . -

o would;aGpeqr'mofe reasonable to ascerfain the applicapt’s . %
aptitude ih,this area. A variety of such tests are avail-
able but their applicability to medicine has not been N
v+ determined. *’ * v : :
{

A ‘ . . -
. s -t -

.

. The academic regpirement having been 'met, major .

» attehtion should be directed to nonacademic crjiteria. - .
Again there is a latge body of literaturé on.various sorts ¢
of analyses which have greater or lesser correlation with ¢

future medical .careers. It.would appear useful for medicil
+"  schools to develop collaborative sesearch usiny personality,
4 attitudinal, self-analysis and other forms of examination e 2

' to acquire conclusive information. 1In the opinion of many,

including myself, the best predictor of future activity is
past performance, This ig-hhy the premedical requirements

must he modified so that potential medical school students

Y

can havé the oppertunity to identify *their area(s). of O
e interest, and skill pd then apply themselves accordingly.

There id need for much research to validate this concept,

but such afforts are long overdue. For your possible in- ‘
terest T have included in the appendix the admissions .




. ® . ' 14 S , .
process' wh:.ch is in use at the Center for B:.omgdxcal Educa-
. ion at C1ty «€ollege.* As you can ‘see, the academic and

p nonacademic criteria are carefully defined ‘and quantified.
A proportion of.the appl:.cants are interviewed. The inter-
view form is. standard\zed -gso that the same areas are covered v,
with each student* The interviewers are trained and they

L are‘drawn from medical faculty, faculty from otHex d:.scipl:.nes,
and nonfaculty pefsonnels An effort ig made to have appli- s
- ‘cants interviewed by.a ma)or:.ty and a m:.nor:.ty interviewer. ~

-’

’ The value of our sefection process for pred:.ctmg the .
L future Zareerg of our students is indeterminat® at this
A time. We do helieve, however, that a- retrospect:.ve study
will conthin puecise data on the basis for the selection of
X ' st;.ldents and will enable us to d:;aw conclusions regard:.ng[

TE, .. ;the:.r relevance., The only aspect ‘on which ge”have evidence O
», 5\§ ,;to date relates to attitudes, of our students compared to i
3 ‘students at Columbia Universit:y Colleée -of Physicians and’ L
" \ Surgeons and a national sampli.ﬂ There were, mhany subjects on_ .

- ® wﬁiqh there was a consensus sych\as ethical aspects of the .
. . . clre of term:.nally 411 patients, emphasis on pat:.ent care, .
J practice arrangements, :unportancé of making* money, and sb on. \
"3 . . The‘div¥ergances appeared in type of practice (in which pur -
A ‘ students Opted fow primary care disgiplines overwhélm:.ngly) P .

att:.tudes on, n;ed:.care-%nd 1ts .corollary,. national health’

insu ce (the City. College students acutely £61t the 1nad9- :‘ﬁ*
L o quac:a\s\ of present policies), andy j),nally, their willingness
o +3 practicé medicind on a sala;::.ed rqther %n a fee—for-
M ) service* basis. .

In summary, the common medical ‘séhool select:.on proqess

s, 5 'fnay be 1nd1cted on the following counts, e .
e —_— - , . ’\ . -

% .

é '§§ .The curi'ént use of and emphasis on gra es are not? W 3

. predict:.ve df medical school perfonnance in the years of =
chm.cal education or thereafter. " . .

L. @1The failtire to develop, test and use snoncognitive’
N criteria leaves to {\hancq the personal character:.s/t:.cs of ' - ¢
' . the future physician. R

o~ "

QThe selection process d:.storts premédical education
so that those accepted are-not wéll prepareﬁ for medicine .
t and thase, ‘who have floundered on the way, or have been
- "rejected, are not educated: es.ther «for alternat:.ve health .
<7 chréers or for good citfzéhskip. RECC o
‘_F R ~ ) . " -
K ‘v % y : - l % é .7 -
a ’Mditiona;l. form 'tion inay be obgained upon - request \
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i It is suggested that consideration be given to the
following proposed improvémelits:

7t

’ -
*

[} N .
.

Co- Qh: definition of the objectives of medi#f1 education
by. each school and ‘the criteria to be used in the selec-
tionof cidndidates for each gategory. E M A
- [ . N e
. . - , ’ .

@2 de-emphasis on sciehce in premedical "education and
“a concomitant encouragement of the social séiences related
to helalth and the humanities‘.,

@ The development of methods for testing abiljty at-
problem-solving., as one of the most relevant skills for a
physician., - | _— :

i

- - - .’

o e . . - sy
';fhere are magy signs that .seciety. is.finding the =
medical“‘"profession too insensitive- to health care. The
_emphasis on, edugation for allied health professidnals and

the resurgence of faith healers are clear indications that
traditional doctors are not meeting societal neegs.

Althou¥h it is recognized that medikal schools cannot solve
the prohlem, they age certainly a critical link in the , o
chain. -Reform in the selection process would be an appro+~

h

:_\pri:hte beginning to.demonstTate that American medical Sy

scl;o‘ocl.s"c_a'n respond with vigor-and relevance to the needs
ofHeiday. - T ' S
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! Appendix  __ . . W .
* . - S .. - <
* CENTER FOR BIOMEDICAL EDUCATION SCREENING ‘ .
. AND ADMISSION PROCEDYRES FOR THE CLASS
) "ENTERING IN SEPTEMBER 1976 . ,
. ~ . - ¥
Introduction &4 ' N LR Lo
. . . . . Lt s
The Srincz.ples which will guide the consideration of -

applicants and determine the final makeup of the class of, <

mstudents entering in September, 1976, :are unchanged from o .

those uged since thé inception of the biomedical program

three Years ago. The two basic principles are (1) academic

qualifications of applicants necessaryr to meet the demands

of the curricplum, and (2) commitment of the applicants to,

the objectives of’ primary medical care for the underserved.

urban community. .The procedures described in this document

are elaborate and precise and are based on the actual experi-

ences of the first three classes through two and one-half i

years of the curriculum. With the passage of each year the.

assessment of academic and non-academic qualifications will

,begqme more reliable as the evideénce is strengthened by a
larger number‘\of students in the program and greater exper.i.;-

ence with the performarice of students in academic and field

' courses. It is probable, therefore, that the procedures .
will be modified in succeeding years as the program gains ;axt‘"‘"-“"

increasingly substantial data base. X %'

G

-é\i\ - ' . N L4 . =
Summary of Screening and Selection Procéss ’ ’ -
‘ ’ Al - .
I. ,PRELIMINARY SCREENING - - -

Y
; Preliminary screens are applied firdt to the agadémic
T and then tc the non-academic qualifications of-each appli-
77 cant. Only thdse applicants.appearing to have some reason: -
S+ 4 able chance of success are considered further.
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SELECTION FOR INTERVIEW

From the pool of applicants remaining

after the

preliminary screens, those judged to be best qualified are

called for an interview.

This judgment is based on two
i scores developed from 1$e application file.

These scores

L

are the Academic -(A) and the Social-Personality-Experiential-

Commitment (SPEC). J
-~ ."\.— . .
THE INTERVIEW

A

III.

»

. Applicants called for interview constitute the final

selection pool.

interview b§ twoetrained 1nterv1ewersio‘A combined inter-

viewing .score (I) was assigned.

.

Iv. FINAL SELECTION -, .

’

-

-t

-

[ 4

Final selection 1s$ based on a ;lnglefgormula whose
variables are A *(Academic), SPEC (Social-Personality=-

Experiential-Commitment) and I (Idterviey) .
canmts with the highest sdores are invited te

program up to the class size which can be accommodated.
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Appendix (Continued)
L \

. * CENTER FOR BIOMEDICAL EBUCATION
v 4 ,.‘

* . » v

\ Admissions Interview Format - 1976

- . ' . " - r
K . . k . .
Interview Areas N

5 .
L h 4
~N ) o~

-

~

. I. Thé impgct of some siqnificant health or dommunity
‘'activity on the applicant's development. >
II. The relationship of the applicant %o his or her_ . B
school., ,Has schdol been a challenging experience? .
T s Has an extracurrlcular act1v1ty prov1ded leadership
opportunity? S, ?

111, Discussion of the moral and monetary commitments. N .

. Jhat enables the appllcant to make such’a commitment i
; at this age? (Be gentle ) What alternative career & b4
- might you choose? Why has the applicant selected

b, . gene{al practice?. -, CL < - 2 .

. ’ - . - . T / oy, .
A Iv. How does the applicant spend a tjpical day? Are they
prepared for the long wor zgay at the Biomedical ,g%
Program? How dbes the app icant” 1ntegrate a heavy 7,
acalemic load with those activities necessary for !
personal development? < ¢ .
‘ z, PO . .
v. Explqratlon of a special area expressed in the essay. .5 1'

* - Can the applicant brldge the gap between thought and
actlon? R =
" . ¢
N o S
VI. Extent of the applicant's knowledge of neighborhood s -
& problems. Is the appficant aware of any n :
’ ' -social institutions’ which affect the quality of~ife? .
14

’ VII. ‘Has any natlonal or local event been 1mportant to the-
' applicant's career ch01ce?

t
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should be encouraged to ask questions about the Program.

Maturity. What serious problem has the applicant” -
‘resolved in the past year? (Don't arouse paranoia!)
What are your regponsibilities within yolr family?
Has an employment experience taught you any new
things about working with other people?

Do’ you have any serious’ health problems?
? ‘;‘ ’

At the-éontlusidn of the interyjew the agpliocant
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‘Name of

Applicant®
Dalte of Interview:

I. . Non-Academic Experiences ‘ ‘
‘-

R N e
i -
- .4
» y
) . -
N .
Appendix (Continug) ¢

'CENTER EOR BIOMEDICAL EDUCATION

- iy,

_ Interview Score - 1976

1

r

II.

1)

Awareness of Community Problems
3

. -, 5‘7
Did the applicant's diécusslon pf the
non-academic area Of the admissions_
applxcatlon indicate that he or she had

- Yrown as a result of the act1v1tles

reported in the éppllcatlon°

. . . )

1)

IIX.

.

O "
What is the extent of tH&=applica§t s
knowledge of and apprecxat&on for the
serious problems in .his or her-own
Somnfini ty? -

—_ », - 8

Commlément to the Goals. of -the Program

1)

lr.
Does the appllcant have an understand-
ing of the importance of general

-medical practice? 3

‘e

v
. 2)7 Is the applicant st¥ongly committed

to the. concept of providing medical
services in those arems where it is ®
most urgently needed? ‘

. "
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. p

s Overall Assessment .. X
* 1) What is.your estimate of the maturity ) L
o % and setiousness of this applicant? : .
v i
. ~N .
» ‘ o . & . X P
, ‘Score each question from 1 to 10 .
' < P - *
v Pmmme— e 3 = below average
(,, ’ § = average '
’ 7. = above average .
3 - B d
/ 9 = outstanding ,
» ‘ ~
’ / . . ,
~ - e e
Caed . Interviewer 8- Signature L .
' . - - . .
< .
s . . 5: - s s
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’ . THE PROBLEM OF SELECTION N o
- . v _ ; z . .
, Y
, Robert Q. Marston, M.D. N
*b ' ' : - . "!
- ‘The unending debate 1in 8emocratic societies is’the
“v balance between the rights of.the dndividual and the neé .
of socletf‘ Throughout most of our history, education ha ,
served both ‘goals in an even-handed and, indeed, a mutual- I
ly reinforcing fashion. . .. T
Firgt, for example, the american cYassroom® acted as,a
. means of integratiny milliops of new dmmigrants and making L,
individual advancement possible. Second, the la d-grant Tz,
movement served well the agricultural and technological "
needs of the Nation even as 1t made thé‘beneflts of higher "
% education available to ,much broader segments of +he popula— )
. tlon. Third, the G.I. b1}l of rights was aimed toward ’
several purposes, such as, the effective relocation of
3 returning veterans, the goal of replénishing deficiencies,
in traine8 manpower which develgped during the war, the - -°
prov1510n of a reward for sérvice in dgfense&of the cbuntry, ';_;
. and a SLgnlflcant enrichment of individual lives. . A
N - . ) .
- Howevef, in more/recé;t years, as the goal of universal YN }-
<hi h school educatich has neared reality, more and more com- R
"p¥éx questions have arisen, especially about.who ‘should be’ . e
gelected for pdstsecondary educatiof and under what Gondi- ~ L
tions. We have seén_a withdrawal from Pree tuition, a I
. requestioning of open access to higher education, a review “" .
" of the relative cost £o" bc borne by -th¢ individual and the -
o state, and at the game time we have renewed attempts to match 14
more clokely the ]Ob market with educatlonal qutput regard- .
less of individual asplratlons. P . .
“ . - .
There are three aspects of the se}ectlon process -that v QJ
are of partlcular concern to met 1) publlc ‘frustration,; 2) <
student confusion, and 3) social purpose versusvthe zlghks : ~ /(
. Of the individual. . = .
. , 1
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public Frustration’ . ., '

3 ~ > ", ( . N .

PR * ™ fthe problem of pﬁblic-frustration 1s a_gqéalng.zne.

B In-Spring 1976, .2 b;}l was- introduced into'the quxiaa

b .. Senate with 26 cqsponsors out of a tofa} of 40 sgnators.

N 'Thg bill proposedlthe following: ] . ‘ .

L . ' 'The Board of:Regents’gaalkerequire the upi-~

ot __—versities to select students for admission to post-"

. - bachelor degrge programs as follows; . .

- SR § Twenty Percent of the students admitted ? .
- ) - to each postbachelor degree program shall & -
T be selected based on competitive academ:c

" ' . s standards established for that progtram.

= 2) - Efghty pé;cent of, the students admitted. ~

ol ’ to each postbachelor degree program’shall

. be selected from those remaining.qualifieds,

L3 applicants by a random selectifn sequence

. . " established by a Hrawing.’ Inclusion in the | o
- ’ drawing ‘shal} be limited tq those appliban€§ . ’ Py

‘ who have achieved an undergragquate gyhde ‘

- ‘point average of at Jeast 3.0 on a 4.0 system

for ghe best.tqg academic years, and\wh ‘

. eirther have perfgfmed at leasBat the 50th -~ X

. percentile on thé testing instrument approved i

- ‘ by the board for each program, or who have C A -

. v e, . -- favorable.- evaluation of expefience'factors '

' such asi undergraduate major freld of study;

postbachelor academic accomplighments; mili-

.t ' . tary, work, and other maturing experiences; ”’
' L extracurricular activities; community service;,
and dther selected asse$sments of abitity and . -
T N motivatidn. . L. :' . ‘f*
N ';» . ° - " ! —_—

_ The initial reaction was one of disbelief and eken ridi-
cule. In fact, I was reminded of a’'story a friend in the \
_Stabve Department told me a few years ago.. 3

AN -
- - . & S
> One of the Department's several think tanks was’ hurriedly
.4 assembled to discuss this Nation's response to sputnik.
_ Scientists, military experts, ph}ltical experts, industrial~ s
< = 1sts,. and, even“\n those day's, informed representatives of ° -~
. the public debated the possillecdamage to our image and -

.possible shifts 1n the delicate Sﬁla.ce of world power.

s ‘. i Lot . ’ . . B .
R s ey .Finally, in what must haVe been'deegAfrpstratiqgl_one LTt T
b .-"j*idf;the members stunned the, others by almost shouting, "Why . - e
v PRV . - B S i
~=~ ¥ _don't we.shoot it -qown!". z~~7ﬂ“?’jf‘7' ) P - IR
ey - T . v T S e o
:;:::;?;"?* K 93‘ 3 ;5)'. - N g * - - S ’ ', o ﬁ’”’—:
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X - A~
Absurd. Yet, as the story was told toﬂ;e, the ‘group
sodbn moved back to the thought that the development of the
. ability to do just that (td "shoot 1t down"') , however poor
the motivation or however awkwardly stated, was the central
N iséue. " ? . .

- Last year, I stood at the Cape and watched the launch-
ing of the joint U3SSR-USA Apollo-Soyuz flight and recalled
~ this little story. s

‘EﬁgﬁiafI Ehgught about it also- when I read the Florida
Senate's propTsal to "shoot down" the:admissions process.

All of the reaspns not to pass the bill were mérshaled--loss

of accreditation, the injustice of knowihgly accepting .

less qualified students, the ‘uncertain comparability’of

grade point avqrdges from different znstlzutlons, and so

forth. 1In the end the bill was not bronght out of committee.,
. L)

However, tne relief at the ultimatet outcome hag to be

N measured against the for'ce of deep feeling express#d by the
fact that 65 percent of the senators in a capable and respop-
sible_legislature were willing to cosponsof an admittedly
defective bill. ‘ °

¢
.

There' is a deep-seated sense of resentﬁént and frustra-
tion, not only in médicine but in many other areas wher®
selection is restricted to%a fraction of those who are fully
gualified. . .. *,

Nowother single item is brought as farcibly to, members
of governing boards and senior administrasors as the question

R of selective admissions? /~——-\',/ s
N

.

v

. - Yet, ameng the most highly competitive areas of veterin-
-5 éxy m§di£ﬁne, law, and the mor® popular graduate*prograhs

#* With high national reputations, medicine standg out in seyer-
ail ways. irst, admission td medical school has been highly
compqtitive Qince shortly after the Flexner report in 1910
.Then, there is considerably more emotional reluctance,to
choose other "than the bést qualified physician than, say, a
second-rate lqyyer. while familiarity with the problem, over
a longer time“and sensitivity to choosing leéss than the best
qualified person have countered some of the- frustration, on
the other dide—1s-a-growing—b fflement over our use of
markedly léés'quallfieaﬁforeign medical graduates, the appar-
ent sequestiation of bright young physicians in areas and,
specialties of lesser perceived need in médicine, and the

T higher financial rewards to physicians. The cry #But, k. would
2 want to practice in \  for a modest incomq" sounds
.-J . . - he . ~\5 N
o - l /
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Sy increasingly convincing to many ‘as a reason to sglect an
+ . : : ~ M N
. ' academically less gualified student. - .
Student ‘Confusion’ .
. Wl 7/ 8 -~

. o=
’ The question-of growing selectavity and uncertain or °
wavering estimates of emplSyment needs (note the ebb and
flow in engirieering over the years) 1in -increasing numbers
of professional fields constitutes a core ‘problem in hagher
education. > One aspect of that problem is copfusion among .,
studénts. . '
: /
4 - In.the current job market, with few except;xon’s such
N as accounting and the bealth professions, we are constantly
asked to justify educdting at public éxpense individuals
whose skills are not needed,. dt least not in the cufrents’
economig climate. Schaols bf _eduéation are especially vul-
nerable how as the last of the “baby boom" students prepar®’
» to teach the decrgasinq mumbers £ollowing them. It has'
bden difficult to sprt out the benefits of déwnward pres-
sures on colleges of education, since the ultimate result
may be only t¢® move more bodies to the colleges of arts and

sgiencesy
-, afiothe

- \J

sion amprg students.

t : P s s
~—Thqse games of musical chalrs, in which one after
professional "chair" is removed.

cause great confu-.

“

What is the basic reason f%t a college educafion--¢areer
¢ enrichment or life enrichment? ¥y

. Lo L [ .

Do toe many people go ~t64co];lege and for the wrong

reasons? *
-

@
- i L

o -Can- we ever really cope to.grips with. the baSic fact
that there are too many pedple fox_the world, for the Unitéd . -
. States of america, for everythi’it\g? - . . 4
. ' . . e
S The ‘question of selectivity and admission t§ medical
school is the clearest' example of dedicated and gualified °

young individuals experiéncmg. an unreasonable bloZk to a .

9‘2?_1 pursue However,

th& gredtes e on campuses “has

a" with care and effort over many years.

t impact in changing”the climat

been the large number of studénts with ba

1c qualifications

““#ho find that evel their second or third choices’may not be

*  %available.

Added to the confusion associated wig:h the se-

- . lection process is the

imcreasing prospect that completion

* of pro£85§10nal education may well be followed by @ rifetime
,of ynder-employment. - . ! ’
& 7T ’

) '
. M Y ‘a . . . ..

N - . ‘
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. campuses after World War II; yet they afe a bit -fearful

» disturbing stories a‘bout)g:utthroat .competltnon, greater

lC

w, . ' hd N : ‘7"
- kY

'The students on our campus are more -serious, harder

working, and not unlike the students who returned to thea ‘?{'

about the future. e students are younger than' the bt

post ,Wcorld War. IT students and less mature. One€ hears mdre -

incentives to cheat, and a harshen‘1ng of attitudes because . -
of the stakes involved. These concerns have stimulated
responses. Our pr*ofessmnal .groups are focusing more ‘
sharply on ‘the adverse effects of over competition. There -
is a stronger student- faculty comm:.tment to £find ways to

minimize cheatlng. There is a magor program' on our campus .
to relate thet humanlt:.e% more meqnlngﬁully to the several
" professions, = - .

7 e R . .

The bottpm line for students, however, is an uncomfort-
able level’ of confus,?n as they do well in colleqe only to
find roadblocks in t j‘ob market, in additisnal educational
oppertunities, and-im“gheir search for sound advice. Sagh ', B
candltlons qonstltute potential social dynamite. * -

.

It is notable “that #he Council of Student' Body Presi-

dents in Florida's Staté uanﬁi‘si‘Eles supported the senate» .
proposed lottery ¥ill by a wptésof 7 to 2. The, councif - 1, R 2
unam.mously urgéd a study of admlsslon policies for all @ .~
graduate education. . - L. '1“"_ <
@5‘ N R & ..‘ .
" ) N ) ? . S,
Social Purpege Versus thdividual Rights ° Seoos - R

. N . N o = .. . . -

i No aspect Qof selective admissiongeraises a’ more pro-
found and basic questlon than” that whi J alludeqd €o at the
beginning of my remarks, the r:.ghts of the 1nd1v1dua1 -versus .
the needs of soc1ety. o bt
£ s

»

. Two years ago in India I met the first membeL of tﬁe e
scheﬁuled castes' to be headed for a departfient’ chairman- L=
ship, 1n the all IndTa Medical Institute, a world quality .

pim

- medlcal research and educational institute. ,)% that time he '

as tie_best. qualified, Mfor the job. Only a few jyears -. -

tlier, howeéver, he had been plucked from a heritag%f
Centur;es of villdge latrine cleaning, the lowest of the
low, and given preceflence over other ofrhis peers.. .

v % “_“‘ 3 ‘ - :

Fbéﬁan this paper by pointing out Pfree instances when
educatlgn has served the needs -of individuals znd soc1et" dn-
a- 'inutually reinforcing fashion, that i&%e waves of i-
grants comlng to our shores, the land gl‘an movement, and‘ @
. the (;1 bill. : . L md -

ot
. - ‘

L -
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- — . Some who know of my lopg-term interest and ipvglvement
-in the problems of blacks in our Natiom might wonder why I - ’
- did not include the civil rights moyement of our times as a -,

fourth example. Myrdal's An American Dilemma correctly saw
the future of America and the rights of American blacks
intimately intertwined. Education, Rrimarily at the ele-

* mentary level but actually at all leveXs, has been e main
tool for achieving spcial and 1individual goals. Mu has
been accomplished; mwch remains to be done. ~

In 4he narrow sense on the subject of selection, the
dilemma of historically disadvantaged minorities and ‘women .
and the socially and economically disadvantaged fit almost
equally well under the "mutuﬁlly reinforcing" label, or, as

4 I have chosen, the polarizing label of "sécial geteds versus

‘ individua% rights." .
L)
¢
,d:? society has determined the need for greater repre- ”~
sentation of squ groups in professions and other’ areas of
leadership than will be achieved readily by strict measure-

»*  ment by gonventional assessment of merit. By Florida Board N
of,Regen€s' rule wb admit ap to 10 percent of students from
disadvantaged backgrounds who are deemed to be capable of :,
the required work but who fail to meet competitive standards

" get for the other 90 percent of enrollment, . . '

. This policy 1s uniformly applauded when all can qé %ﬁ

accommodated, supported generally when competition is ‘gentle, N

and as a source of ggowing, Concern in such,voldtile areas as

medicine and law. Some have deplored the fact that the:

Supreme Court shied away from the issue in the DeFunis case

coficerning the rights of a Phi Beté?xappa white student who

Masﬁlnitially denied admission to a law schgol to which less -

academically gualified minority students were admitted.

Hoﬁeverb‘a case can be made almost equally wedl that 1)

. society 1s best served both by unleashing latent taldnt among

historically underutilized segments of our peop%e, and by e

. .choosing the most talented to foster, or that Z)-the qgestion -

g of basic in@ividual rights favors either the brightest scorer
or the one 1n second place because of past oppression. Thus,
it may be well that we work through this complex issué rather
than. seek’ a speedy and necessarily imperfect, answer, realiz-

.ing the difficulty in explaining t unsuccegézﬂT”Eandgdagggh *
* why individuals with weaker qual cations may be accepted.
- ' ‘ P :
The other area I have seketted to discuss under social
-and individual needs really has! to do with the allocation of o
. public resources. .t -

- ‘ .

.
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_level, in health and in other are;

°

Whlle it is clear that a nation would be unw15e\to
Support ‘the expenstve education and’ tralnlng of astro- ’
physicists in numbers greatly exeeedlng the tools necegsamy
*for their work, for -exampie, célesfial telescopes, it ¥ not
o at all clear where the dividing line between 1nd1v1dual edu-
catlonal goals and perceived national needs should'lie.
Margaret Mead pointed out to our students recently that,
.with current life expectancies, they should corisider the S e
probabillty of three or more careers, not one, in a llfetlme. J '
This view would place less emphasis on the perceived specific /
quantitative needs of society and more emphasis on the quali- °
tative needs for well-educated citizens and on the aspira-
tions of individuals to develop skills, attitudes, and .
understanding which are transferable across fields of employ-

ment, ‘ﬁ,,v’f—“

As ‘6ne who ﬁas struggled almost from the beginning of

~ natichal debate ‘onthe health manpower nee of the Nation, I pa¢

would welcome some shift away from our .prédccupation with *
elusive workload projections as the basis for health educa-
tienal pollcy. In all cahdor, howevey, I believe the tide

runs in the other ‘directioh. At bo the Federal and State
of education, the trend
"dollars and to match more +
physicians, engineers, or ™

is to purchase a product with t

closely those products be the

teachers to the jdb* opport, ties actually available. This

trend not only w111 conti fie but will be a useful and even
4 the marked changes I shall“fgw®

attempt to*%ummarlze r v

.

areas of selgction. What should be done? The angwer is,
a great deal. Winners have-been happy and losers
d they had won since the world began.

indgled social dynamite. These problems exist today at a
ficient level that We Smely must dJ a better job in terms
t the folloWLng &

-
.

@®Defining reasonable «criteria for selﬁttlon.

’Communlcatlng these criteria more ‘effectively. = -~

- »

.Adheringnto‘criteria once they are’established.

o B P % ‘ g
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while I see little need for a drastic overhaul in the
o, L basic selection process under the circumstances of 1976, a *
word is required about the near future. The postindustrial
society is not something in the future. We Iive in 1t
today. The lag 1s in the reordering of our, lives, our
values, and ‘our soc19ty to the changes whlch haye already
occurred., .
» oy ——
Project .Independence does describe accurately’ the type
of definitive central planning required in the productlon
and utlllzatlon of energy in the future. . R
- > :
. “  The controversial Limits of Growth does carry a clear
central messaqe'of inevitable constrai?tiggp our agctions.
. - R - .
° The recent book from the Manpower Institute, Boundless
Resdurce, urgently prescrlbes a new relatlonsﬁlp between
«work and educatlon.'

- * .’

It wWould be most strange, indeed, if the conditions of
the new world we have recently entered did not drastically
. ,affect every ‘aspect of dur universities, lncludlng the

. selection process. o -

Flnally, I have been asked to comment Spec1f1cally on
four questions. ’

» Y

-

.

First, are we selecting an appropriate number of stu-

dents? * I stopped playing this game a‘long time ago. In the_

R fifhges and sxxtles the only answer was "more." Today, the
answer has to.-be "it depends." It depends primafily on the
type of national health insurance we have or don't have..
w}thout that dEClSlon, the short-term ahswer is that the

, presént numbers are probably about right. But, there is no
. ‘'way one can Arrive at an‘estimate of the numbers needed when

one has not really <ome to grips with the question, "needed
for what?" . %
Second, are we selecting the rigp@ mix of students, by
whach I iqfer the right mix of men, women, minorities, those

.

S the easrgst shorthand), ‘those with excep-

ic talent, and those with other desirable
quallflcatlons. I think the ‘answer has to be that we are

-« - not now selecting the right mlx, but rather use a narrow’
band of criteria for admlssion. .

>

.
. ’ *

’ -Thard and fourth, do we have sultable selection methods

SN and, if not, are there alternatxves’ I thifik we have better
.. ' ..

N , ;

-
L]

?'\. ~ 4 N ¢
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N problem about which we must jf a better job 1s being sure /

[ )

*

- 33 . R 5 a

election methods in the health professions than in any other
area in the university, It would be hard to think about
many other diigipllneb in the unaversity even talking about
+. the problems Bf selection as we have today. I believe
they're far behind 1n identifying the problems of selection
and rely as heavily on academic achievement as we do. One ~

that alternative pathways ard not eliminated for those who
.. are unsuccessful. There is a real danger that our present | /
selection procedures, plus the economic copdations which no;/

- exist, could lead us to withdraw from the &ffokt to incréas

availability and accessibility of medical education %o i ,
much wider segment of society. It would be tragic 1f we /
allowed these factors to limit access to medical school 60
those who come from tH® more financially secure segments of
lation.
\ OHF populatio . N . / ‘ .
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"THE PROBLEM OF SELECTION oo .
” - ) . , v g
° " . .
Com William J. Grove, M.D. -- - -

. .

The four questions to which this Qortlo; of the sympo-
sium has been asked to address itself are in many ways
interrelated to an extent that makes it difficult to respond

to one guestion without establishing a set of assumptions s
that fixes the responge to subsequent questions. o&or exam-
ple, in my View, the appropriate number of sjudents can be a
function of generally agreed upon physician‘to population
ratios, 'or the appropriate number 'could be a Function of a
clearer-definition of the role of the physician.in the ST
health care system. If that role is defined, the type and *

number of students best suited to fit that role might in

turn also be determined and the method of selection tailored , '
to identify a particular type of individual to carry out the ..
predetermined role. * o

Degpite the problem of one response imposj#g constric-
tions on subsequeht answers, I shall attempt to address the
four 'selected questions with the confesgion that the ensying .,
cdmmepts are the opinion of the speaker, based upon 25 years
of experience as a Member or chairman of the admigsions com-
mittee of one medical school. I suspect we might all agree
that admission to medical school is tantamount to admission
‘to the practice of medicine because of low attrition rates.
Admission committ@e members-often lose sight 'of the fact
that they are selectingﬁfuture pr&gticing physicjans rather
than medical students. -

e -
e =
\

Buf to the first question: Are &n appropriate number
of students being selected? Whether or not an a?propriate
number of students are being selected should, in my opinion, -
be determined by the function that we assign to physicians ,:)f
ig_the health care delivery system. . =, e ’ .

. ~

Although one must acknowledge that specialization in »* -
medicine is a phenomenon that may well continue into the

—
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d€'cadés ahead, I believe the role of the physiciap should
not be limited to that of a specialized technician. Recent o
e past trends of behawior of physicians force.one to conclude
that physicians“afbvpecoming msxe‘and‘morg oriented toward
highly specialized tertiary diagnostic and therapeutic tech-
niques and that éther health: care professionals are aSsuming
. v the role of interpreting for patients their disease, or ~
R i their diseases, and the meaning ar purpose of diragnostic ) e
and‘thesapeutic procedures being applied. Many of tﬁe\’, '
physicians I know seem to have decreasing interest in pre- « .
ventive medicine and in the detection of disease in its
early stages. These roles seemingly are being left to .
.+ others. Clearly, I reject a irmited technical role” for the -
physician. I bélieve medical schools must reverse the trend " ,
that would limit the role of the physician. A broad role . -
for physicians will cont{hue to require an 6ptput of physi-
. ciqps at least equal to our present output for many years to .
come. . . . .
< Some may say that I'long forsthe good old days of th
general practitionqr. Perhapg I do, but I suggest that
anyone who has been a patient subjected to the situation of 3
attempting to intérface with literally scorés of health
care professionals also yearns for someone to put his ill-
» ness'and its therapy into perspective for him. I contend
that most of us want the most experienced and most highly
. educated member of the health care team to assume that :
responsibility. We must not limit the output of :physicians ,
» Vlest this important.task by default fal;-to'others..

N

- . I'respond to the question of whether we are selecting
the proper mix of students with a categorical "No!" regard-
less of which aspect of "proper mix" we wish to discussy and
several aspects of the expression "proper-mix" do come to ,

* mind. For example, do we admit to the medical profesdion -~
the right mix of iﬁdiv1d6a15|with humamistic interests as ’
well as scientific interests? Do we have a mix of -students
that reflect the various socioeconomic strata of our socis v
ety? Do we admit the right,mix of students of vary,ing
academic achievements? A corollary question comes to mind:
Must alf'phyéxCLans have had a premedical record of B or
better? Also, do we admif the right mix of students from
various racial and ethnic groups? The United States, it - -
seems o me, is unique among the nations of the world since .
it is almost the only country where there are large numbers -

. " of individuals with varying racial and ethnic backgrounds. . .

By .contrast with most nations of the werld, ours is racially L
and ethnically a heterogenous society=~-a hetegbggﬂeity that

has caused many problems in the. médical school - admissions

process. . S T :

- - ‘e .
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mix of students from various socioeconomic

- , Obtaining\a
ependent of the :racial and ethnia mix,

strata, quite i

e . rémains§ a major\problem, By far the largest percentagesof
, ® :students,in Un;t States medical schools today are from the v
0 N higher soiiyecono c levels of gur society. ¢

.

. In the pasf: few ye"ri many schools have attempted to \
gelect students with broad humanistic qualitiesjand cultural ,
interests but the major critexia by which students continue .
to be selected is prigr academi¢ performapce in certain ’ .
selected scientific areas-» Untilvyadmiss,iefls committds be-
gin to admit large pumbers of sfudents using craiteria in .
addition to achievement in .scientific ‘courses, the' mix of ,

. studep®s and the typé of physicians ultimately produced will

: not “change. .
- N ’

/ . RAY
In my view the selection methods in current general use
“ should be greag19 mpdified because, as I have already indi-
N cated, I believe we should be educating physicians with a
*  deep appreciation of humanistic and cultural walues as well
as+scientific vélues. I believe the present process of L.
* gelection tends td credte a homogeneity* that is not repre=
sentative of our society nor does 1t yield a group capable ,
of responding L& the needs of .our society as society per- -

ceives them, . . S .

.

Selection committees pehéve gs;bhough all students

admitted were to become faculty members and gcientists. In
{ fact, no more tyan 15 to 20 peréent of any medical school's B
: graduates become academicians. On the average, at Jleast 90 '
-percent of all graduates become practitioners in some set~
ting. The selection process should -be geared to single out
. those individuals who will pé sound practitioners--not
s academicians. In a society that 1s Rerceived by many as
becominy increasingly dehumanized, medical eduéatiog\should
take the leadership in ‘developing humanistic qualities in .
those individuals it educates to carry.out a gistinctively .
special and personal role in society. .- .
RN , . . -

- B Recently -the University of Illinois College of Medigineﬂ
completed a study of how it might best evaluate the noncogs
- nitive attributes of applicants. A faculty group has recom-= . -
mended that a careﬁull§ controlled intexryiew process be -
" undertaken in an effort to be morg objective 1n ascertaining
these qualities. . - P .
TR X gt
. Having said that the preserit seleqjﬁqpfﬁefhods need .,
» . improvement, I must offer-séme suggestibn%&m'w.’ . .
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5 : ., As far as I am able to determlne, there are really only .
’ four ways by which 1nd1v1duals\can be selected for any task '

or posztlon. They may be selected by merit, by- perllege,

by chqnée, or a combInatlon‘of any of these categor1 S. \The
selectlon of indivi@pals for admission to medical Sé¢hool is

o O no Excgptﬁon to these general selectlon methods.°

The merit meéhod has’ cgme, to imply objectivity in se-
< léction. Certain instruménts of measurement believed to be
predictive of fufure academic performanpe are used. Commit-
1/" ‘tees come to put géﬂat reliance upon the results of. these
o testsp heavy reliance ‘that tends to relieve the committee B
of responsxblllty for making judgments on softer, noncogni- -
&ive information.’ Recently litigious activity has tended to ’
b , stréngthen-the use of these "objective” criteria. . s
ew . A
"h } "The method of’selectlon by perllege includes not only L
et “ the advantage given to certain lndlylduals bécause of ,socio- o
economic status and parentage, that-is, chlldren of altmni o
, . or financial contxxbptors, but also the advantage afforded ,"\,/
undér ‘certdin c1rcums€ances to students .from defined geo- . S
graphic areas or from certain rages or ethnlc groups ‘Alsp " T ¢
included ‘in thig categqry of se%ectmq&il S ithe perllege con-
ferred upon some polithalgmeCLals o app01nt 1nd1v1dual
of their selection, often based upon-ftlendshlp or polltlc 1 Y
pérsuasion. "%‘ .

T e Chéhce or'randem selectlon has not been w1dely used for
" identifying studentg to be admitted ;o medlcal school. It . . @
. would appear, however, to be the most democratic ard fair of
. all selection methods, I am?aware o;fonly one~experiment
with respect to selection for medical school where thé ran- ..
dom selectha,method has been used.
0 [ ]
. As often as’not the merit metde.and the privilege
.. method "are combined even though most medical schoolis.in the
United States believe they apply solely the merit principle
. in their admissions processes. The GPA (grade point average)r—-
o and MCA? {Medical College Admissions Test) are used as meas- -
) ures of prior agademlc ach18V$ment and as fundamental bases.
’ U5, for selection. However, these ar® often mo§1ed by facto]rs vt
of privilege,*geographic-areas of orlgln, P ntage, and® so
i forth. Thus, although we often delud€ ourselves into be- °
fieVLng we admit only on the basis ofe merit, we in fact’
a modify the rigid merit process b§ geographic, racial, ethnlc,

parental, and economic con51der&tlons. s

« —g ~ . A A N o
. - Medlcal schools raggly if ever find It necesdary. to bow
to.political préssure, and none has a system where poli-

K4
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L ticians mandate candidates from among a qualified pool as
i v, iss done for -appointment to the service academies. ) L

The random saléction method . has great appeal for me.:*
’ My attraction to*the random selection process for admissions
is based upon some assumption§, . First, I believe most who N .ot
seek to he admitted to medicgl’school are highly motivateds .=
..*. . The motivating factors may be' purely selfish, ‘purely humani-'
\ -~ tarian, or, realistjically, something in between. Whatever . .
the *basis of motiyation, however, I believe most of us would -
. agree that, those Seeking adinission to medical school are N
- © ..highly motivated~-perhaps one should say, highly self-
motivated. .’ s ' . .

Second, I assume that any motivated student with an
-average MCAT and a reasonable GPA--let us say 3.0 or better .
.on" a 5.0 scale-~canxsucceed in. medical school. This assump-

tion is based upon somé experiences I shall report in a
momeht. Third, I assume that thereghas not yet been a dem-
onstration of a correlation between premedical and medical ’
. school achievement and the quality of the practice of )
S -medicine. Qnd,egourth, I assume that no more than 15
_* -perceént of the total annfal national output of physicians - .

can or+should be‘recruited into academia. 3% °

e
H
)
o
..

L] e . . -
. Several exﬁeriencés over past years at the University .
.of Tllinois would suggest that students with wide ranges of
grade point averages and MCAT scores at the time of admis- ’ .
sion cah all succeed in medical 'school and go on to become * - “
practitioners. About 4 percent of the University of I1l1i-
" neis College of Medicine graduates enter and’ remain in ) -
N academia. .« " t

» N .

. - . ”~ N
. ' Since. the early.1930s the Univefgaty of Illinois has [
e been required to admit students from Cook County and mon- ‘
Cook. County areas og the State proportional to the relative
. population of Cook County ard the remainder of the State.

’ Until recently tbe average of the non-Cook County group -
grade point averages has been below that of the Cook County :
group of students. Yet there has been no significant*dif-

* ° ference in attrition rates between the Coo >

* Cook County groups when viewed over ‘a. long period.

-
- . v - .

Beginning in the early 1950s a select grou of students
from rural areas of Tllinois has been -admitted on\the recom-

/ " méndation of the Illihois Agricultural'Aéségiation— linois
state Medical Society~in exchange for %their "promise to these .
organ&zations to remain in a rural area for_at least 5 years .

- . M M . : ‘r\ : .
.. . . . —_—— — -5
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. . after graduat:.on. Nearly all of these students had, prior '™ >

academic tecotds, as measured by the GPA 'and the MCAT, sub- . ‘ §

- stantially below that of the average of the remainderrof—*— . )

' the class that was admitted. Yet, on the average over the .
-7 " 'years, the attrtition rate among this group has not been - ;
%’“ statlstically highé¥ than,those admit€ed thtough the regu- 4

lar.process. All have met ong of the criteria for gggdua— M
tion--passage of National Btgards, Parts I and II.
N \ ) . ‘
: N buring the past 8 years, \he ﬂedical Opportunities ¥ "
Program for mmotlty group students has provided an oppot"
, tunity to observe a group of studehts with prior academic
' petformance lower than the average of all students adm:.tted.
p Although a number of these students have taken.-more than the .
usual time to meet the requirements for graduation, and -
although there has been a higher .attrition rate, the program -
has &ontributed significantly to increasing the number of -
minority physxc‘xans--physxcxa‘ns who would not be in practice . )
. had academic merit been the only cntena,' The point is, s
- most of these people made it! 2 . . .o,
b R .
All this seems to siggest that glven motivatlon of stu-—.
dents admitted to medicine and given students with a reasdn- N
dble pricr academic performance, success in medital scheol
" e cgn almost always be achieved. ~ . B .

.

. \ ot ?

. Gradually, almost every factor that at one &me or

- another had been used to restrict the size of the applicant e
pool ig bemg eliminated. Federal law prohibits discrimin- e

. atioh aga;nst applicants because of sex, race, color, ctee;l, . &

I
o
.

—

age, and, most tecently, physieal and mental or psychological
dlsablht,y. h . {

R

‘“a . ;' oL

e ] -
. T am persuaded that the‘tandcm selectloxx method would LT
essentially eliminate admi sxons.pto‘blems related to alle- .
g:;;gy;,dlscrmmat;on and that studem:s so selected -
w Succeed. However,atandom meth.od “of selectmg roten— 5

. , tial practitiogers of medicine ralbes a sticky ‘isste--that
T e . of publlc acceptance“ At 1east ‘our acg;!enu: *commmnity and o ‘
probably a much wider ‘segment, of our soc:.ety Ms ro

o
the tradition of the merit nnc:.pléé% select ‘%e maﬁ:e;

4..4

how badly theYsystem may be distofte Befo systém Bf .‘j«':
_random selection could be implemented® a ‘pu lic edtféa;i

. progtam demongtrating its des1rab11;r,g would ke reg\u.re%‘1
L The target of such an educational program would necessan
includq the medla, legislators, faculty, Studerls, an -
‘others. for é ac

“ v " . ¥ b a

2\ tam:lom selectlon system of admissions: mlght beﬂeve)r ,
oped 4ds. fol],gws: The medical school could define the
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parameters .of the applicant pool fromwhich students would
be randomly selecEEE For example, a school might require -
a minimum GPA of 3.5 on aj5.0 scale, an average MCAT above

the 40th percentile-«(that 1s, equal weighting of all parts),
a_baccalaureate degree, and an_acceptable level of perform- . "
ance on a seties of interviews directed toward determining * ° -
noncognitiye characteristics of the applicant, or some other

scheme for assessing noncognitive characteristic% might be
uged. . ’ . ~ . ~ .

«t ’

e Onég_the~pool was'established,'iﬁe ¢lass would be
filled “by random selection.

.

I suggest that the effect ofs such a ‘program might welI’/’ .
be thé modification of Student helavior vis-a-vis selection
Pf college curricula. If it is perceived by applicants pa——
that noncogmitive attributes and a knowledge of the social <
sciences and humgnities are seriously being considered in
addition'to knowledge of the basic sciences, the character- .
istics of the applicant:pool might shift dramatically. The ’
competitiveness for -"grades” might decline and students might
actually seek an gducatlon,'since théir chances .of ddmission
with & C+ or B average would be the same as, the student who -

get§.ail A's in science courses. '

3

Y -

The Netherlands has used random selection for 5 or 6
years. A review of their experience aftef a few more years
will be-interesting. © : . .

~ M
“

: » I conclude: 1) that the output of physiciang should
- not_be decreased, 2) that greater attention must De paid py
medical schools to ways of admitting more broadly educated
—persons and of eliminating discrimination on any basis, 3) e
that our present system of admissions tends to limit our
ability to fulfill these objectives,, and 4) that a system of -
random selection might provide a means of helping to solwe
some of sthe problems now plaguing the admissions process.
- !

As.I maké”thgse,,perhaps, noncdnforming suggestions, I
am not-unmindful of Machiavelli's.warning: "There is nothing
more difficult to carry out, nor more deubtful of success,
nor more dangerou§ to handle than to initiate a new order of

things." .




. THE PROBLEM OF SELECTION

s Critique™and Challenge ¢ . .
. . - - . Y )
1 . . 8 ' / - .
s . . Arthur J. Snider .o
) 3 4 Discussion Initiafor, LR
. R .

- - ) ’ = '
Mr. Artfur J. Snider: As a newsman my task ii4£$ ask some :
objective questions; but I would like to .begi as & layman . .
and a consumer of medical care, with several subjective

cofmentss—— o

P — I —

B I think the three speakers were most perceptive in out-
lining the ‘painful problemg that confront medical educators
as they strive to find an equitable method of ggﬁecting
among meritorious,applicants while balancin® social purpose

;x’ against the rjghts of individuals. (But Irnam far less ‘sure
. that we have heard from them a clear-cut operatiomal solu-
‘tion. When Dr. Marston noted that a lottery methoa\had béen -
‘' suggested in Florida and Dr. Grove said he looked WLth favor

on some kind of random selection procedure, I couldn't help N

thinking about the reaction of a patient being prepared for

surxgery when it was revealed that he would be_operated on by

a doctor who had be®n admitted to medical school by having . .

his name drawn out of a hat. Mention was -made of the selec- L

- tion sysbem that was started ip the Netherlands in 1972. A
Dutch cardiologist at the UnlverSLty of Utrecht has called

. this system immoral, and a direct threat to science.
. i ,

. il ’ 5T '
e Now many sg¢hools-are exploring new ways to evaluate an
Yy S¢ 2 T Y vatuate .

. applicant's motivation foa a career in medicine. Fifteen
years ago the right answer for a student to give when asked -
about that motivation weuld be some expression of ambition --

. to see patients, to serve humanity, and to contribute to :
the advancement of medical science by doing research. More
recently ® the right answer has seemed fo be an ambltion to
render service to the undegprivileged and the medically i
lndlgent by improving the health care delivery system. Will

= -0 .
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- the right angper tomorrow be, "I favor nationg; health
- insurance.” And what will the right answed'be in 19842 N
% Are thesd critéria or dogma?- A newsSman's traditiondl gole -
.. i is to challenge the establishment, but in the face of this
B, morning's strong and uniform. indictment of the conventiopal

medical school,selection procedures I find myself cqmpelled
+o serve as a kind of counterbalance and defend the estab-
lishment. : : ~ -

. - *
4 ~

E We_bgygfpggp”tqld'that the present selection methods,

. bmsed primarily on GPA and MCAT scores, do not predict who

" will make good physicians, but merely who will survive the
first year of medical school. Nevertheless, perhaps the

R proof of the pudding isin the eating. Whatvhas been the -
. performance of these graduates of American medical schools
. in the eyes of consumers? By and large the American public

gives the mfdical profession high marks. Studies have
repeatedly shown®that most people, including those from low-
income grdups, are pleased with their doctors. To be sure
. there are shortcomings, especially in the distribution of

medical services; but these, too, are gradually bédng over-
come by the 1law of supply and demand, forcing physicians to
fan out fromthe metropolitan areas. We do not see today,

as frequently as‘we did in the past, the banner over a high-
way saying, "This.town needs a doctor."” )

BN

~

It is more than coincidence that the golden age of
o ‘ic'r\e parallels the per:iod in which emphasis in medical
centers was-placed qn scholarships and research.. How many
millions of lives have béen saved by di§coveries in this
period, without which well-meaning, compassionate, committed; ~
- sensitive, and humanitarian physicians would be helpRess? -
' My newspapers and many others havg“printeﬁ the warm and
. nostalgic painting of a compassionate physician sitting at’
° the bedside of a dying child. I would prefer that my child
- be given a little pericillin. If ‘the physician also had
some sensitivity and compassion, that'would indeed be a
welcome bonus., But as one who has ‘covered the f§qntiers of
. medical research for more than a quarter century, I find
ryself uneasy tRis morning over remarks that seem to down=—
grade the importance of science éqd scientists in the teach-
. ing of medical students. o '

. A “

. e .
Is the traditional enronment of scholarly 1nquiry to
be replaced by sensitivity trairing and compassion classes?

If medical students are to be Selected primarily for their
promise of having good bedside manners,bwhyﬂnot choose them
from the ranks of nurses? I thinkxwe tend to use the. terms .
compassion, commitment, humanitarianism, dedication, sensiﬁ
tivity, gnd social outlook rather glibly~ They have teénded

. . . 4

-

[ PR

¥ N ~

S




™ .
. - 43
’a'. ° - . N ~ . .‘ ‘a: .,
% ‘\ to losi,their meaning and become code words, ifie,motherhood. R EN
T How ~does’ a selection committee in a 30- to 60fm;ﬂu§? >inter- B RS
™ view deteimine an applicant's compassion and human@ta:&anxsm,_u - Zed
. or evalu te what is said on he appllcatlon blank2&iWhat - .X"~. 3% ‘
S ,)‘evidence is Ahere that acad supersﬁars canno€ also -be 5 ~£§§
:’ * humanitarian? fre intellect” and compasslon‘mutually excluféggs
- sive attrlbutes? : LY . H
i - . a PR
3~t ) In add;t&on o heing ungasy over the.apparent desire to N
- ) ‘dilﬁ%e the mealoal schobl as a seedb or hip, it ~.fl
¢ VT is also disturbing ‘to’observe effo to divert medical . M

LN

*——————schuots—frDM‘thé -traditional role of preparing-students for =«
medical care careers to health dare careers, ' As Dean’
, Berliner of Yale Medical School has pointed. out,, a docter s
flrst obllgabxon 1a to take care of s;ck patients, and to \
restore. their health; the- prlmary role of ‘the medical schopl ot }
°is - tb provide students with the background, the prlnc1ples,' +
and the" science that will enable them t6#fulfill that obli> =~ Lo
gation. *ObVlously any doctor wants to keep a patient healthy,
“ if it isiat a1l possible, but we know that once you get past
ammuhizaﬁuon ‘there is relatlvely little that can be done
k” effectlvely {n preventive medicine. We know that Jmost ill
health derives' from, economic, social, and env;ronmental N
ﬁi&factors that are beyond thé time and competence of physicians
to remedy. For example, the National Cancer-Institute re~
J cently estimated that 80 percent of all cancers originate

from env1ronmental and genetic causés. & . ®
T vo — -« . 4
N - . Certainly a doctor can tell a patient to stop smoklng,
. eat a low choi}sterol diet, lose ‘weight, have the blood pres™. )
‘  sure checkedy gularly, or to have Pap smears and breast M

examinartloﬂ‘s’ut the nfmber, ot;dJ.seases that that doctor is . '

going to prevent by such advice i rather JSmall. In, short,
~it is the responsibility of doctors to 1dent1fy noxious ins
fluencei and join with colleagues to limit thef. But it.is
questlonable how much any doctor can do as an’ 1nd1v1duall . —

If we get physicians_heavily-involved in the social and . e B
political aspects of médicine, they will be lost as practig—hﬂg W
ing physicigns. They have insufficient élme for everything “5»

now: A prominent academician reported to me 1in 1n£ormal . -y ﬂ
" conversation that some of his senior medlcal students dtd d
. -not know ‘how many cubic centimeters were ih a teaspoon.- . .
"How, " he asked, "can these students prescribe drugs? wTen L
-*+' years ago, if I ,asked that question students would know the ..
answer, Today's students know much less about the fundamen-- .+

. | tals of medicine because medica hool§ are trying to sat~ <

: . isfy- too many other outside interests and too many outside . o .-

. . pressures. With the quantity ©f new knowledge grow,;,ng s T -
. geometrically, faculties don't have enough time now to téach é: .

rstudents what they should know "




Finally, we have heard the GPA and the MCAT csiticized
here, not only as poor predictors of clinical.and profes-
. §i?na1 competence, but, ag discrimrnatigg against the undex-
- prjwileged because these measures of achievement are .oriented
& . td middle class values. Suggestions have been made here for
.. diluting their importance, giving greater emphasis to non- .
- cognitive values. But what evidence .is there that nphcogni-

expeh Gt M 3w

P

% ..« tive attributes predict a good physician? I think this
o T audience should be reminded that a new admissions test will
A * be given to medical school applicants next spring. It will

- be known as the MCAAP (Medical College Admissions AssesSsment
Program) and is said to emphasize skills and problemsolving,

;'z:L. fi?tpr.'celhorn.called for, instead of simple factual knowl- >
» ‘ edge the students have been able to cram in dugigg their -
i premedical studies. There will even be a‘§epéiaxé-§core for
.t problem-solving ability, which Should help appliéants from
;f” digadvantaged educational backgrounds. Mathematical questions
will no longer require a knowledge of formulas and equations N ,

. but instead a grasp of lqgical concepts. This new test is a >

s, * proddct of 3 years of research by the Assaciatfon of American

: * Medical Colleges. It has been drawn up with the gqal of

“ - .- greater fairness to the eduéégiohally disadvfgtaged and of

= ’ o selecqipg students who would.make good physici ns, not just .
*g00d ﬁed@pa; stu&en;g. Already pretesting has taken place - .,

st + _among 300 premedical students, including wall ethnic and

R cifltural groups. Perhaps,,we should give MCAAP an opportunity

to sucgeed befare throwing gut ghé baby.with the bath. .

<

. ‘ [} : . Ead
. ... But-now to my Questionsg The paneliste have highlighted,
f as a pasic issue that g&eﬁmédical schools must face, the
‘ rights of .individuals versus the nedds of socigty. In view
. of the rapidly rising cost of tuition, the ‘severe cutbacks
in Government financial aid, and the scarcity of loans and
T financiel assistance, isn't the issue you regard as basic .
going to become irrelevant in that schools will be forced to .
. begin looking at an'applicant's ability €o pay for an éduca~
tion? And won't that situation curtail the applicant pool, -
5 pldace an even greater burden on minority students, and cause

them to lodk elsewhere for a’ career?
sl

pr. Robert Q. Marston:.- Well, that is precisely thé fear I -
. have. My coéncern is pot 1y ‘about the rights of individu-
Dot als but also-df hoy séc}ety.widl be served. There is ample
. —evidence that society benefits from the contribution of
. " individuals whosé o portunities have been compromised: - -
+ displaced persons, refugees, the. whole.wave of 'immigrants
who would have been depied a place in this country if we
7. admitted only those wbo.cahe from:an ecgnomic or social
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3;: elite. I am concerned about .the trends, for two lmportant
ﬁ: . changes are occurrlng in the financing of medical édusation. .

Many medlcal schools, fob example, are increasingly depend-

“ent on the private practice income of physicians to support

» educational programs. It harkens back to .the time, when ‘the

7 most prominent faculty members had both a downtown office -

’ *~and a medical school office. And hecause the money was made{ ”

downtowu, classes’ were-'missed when conflicts occurred. It

«is not’ much differént lf finanging medica) education is _
derived more and more from the practice of medlclne in

teachlng hospltals.

4 1Y
% . " \ ]
o I also see the loczgg;lng‘tendeﬁcy to have the coEt of
C education in medical school borne.by the:lnleldual student,
N a tendency that has caysed me great cpncern, but my approach -
to thé solution .of this problem is ch nging. Two years ago
- I was a strong advocate for direct imstitutional support of
.medital. education. Now I find: pyself looking morg favorably -~ .
*at tpe idea of, Federal funds, ahd possibly Stdte funds, be- g "h.
ing tled to,the individuals ‘who actually Juse those‘funds to-, :
ﬁndererte SQQe of the 1nst1tutlonal costs of eliucation. : .
'

I hope that what you predlctJaoes not occur but I see .
disturbing trepds~that would in the long Hin have serlous '
dlsadvantages for meeting the needg of individuals or of
society. I think there is littke chance of contl&ulngﬁthe-
land grant unlverslty tradition of keeping tuitiom suffi- o
c1ent}y low to allow access to Higher education for all. .E¥en
“1f we do follow this course, the other costs of education--

- housing, food, and other things--will be ever higher. »These -

“'are problems %e have to come to grips with, and we need to
T ind some better mechaplsmsrfor‘solv1ng them‘than thost I
. «+ see on~the horizon.

v “. v

‘e br.*Alfred.Géllhorn- In the cu¥rent Health Manpower bill,
<. Which has just‘’come out of conferque, the allocation of

money for national health scholarshlgs has more than doubled. .
Howeveri "Congress feels less gangulﬂevihan Mr. Snider that
the geographic oqtspeclalty dlstrlbutaon issye is going to
be” solved by the law.of supply and demand. Thereforg, Y
national health scholarships have been tied‘to dlstrlbutloﬂ
w1th1n the specialties, with more generous support of pri~-

N mary care physxclans. I"hope we also have the chance to N
comment on Mf Snlder S concept ofjwhat sort of. doctors
these are-

. L wead
. .

Mr. Snider: Turnlng to andther question, is the drive to
a recru1t-m1nor1ty students running out of steam? The Goali-. o
tion for Affirmative Action flnds that among 40 medical




Schools that at one time had aggress:.ve mlnor:.ty student
| recruitment and admissions programs, only 15, of which the
| Umversfty of Illinois isvone, are still continuing them. -

Dr. Grove, what do you feel as you look at the sxtuatlor@ .
‘ across the country? -
|

» v o r
. ¢

o .

+ Dr. William J. Grove: There has been a sli'ght reduction in

the minority applicamt pool so that the enrollments through-
. out ,the United States are down from approx:.mately 10 percent
d to 9 2 percent.

What &s the ideal figure?

Mr‘.Snider:

e

Dr. Grove: I don't know that there is an i eal, When we
first, started. the Medical Opportunities Pro¥ram at th ni-
vex‘s:.ty of I'llinois, the minorities-on the Adgissicohs Com-
mittee \kept pushing for a quota. I insisted that there - .

‘e

- 4
. A ]
T would b no quota, and the.xt lS none now for. any mlnorlty <
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"', .. does not mean we should relax out search for even better

i the general , dlscussxons
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o . - THE PROBLEM OF SELECTION ) .
B s s ~' ¢
- . Gene;al Discussion -

Participant*: Should we not give the MCAAP a chgnce to solve
some of the problems that have been discussed here this

morning? ) . < .
, - . . - -

Dr. William J. Grove: Personally, I do not think it will "
make any differences

. '
Dr. .Alfred Gellhorn: The movement to this new medical aptl-
tude test.is a result of the pressungs that have been placed .
-on,* ahd the criticism that. has been directed 4o, the current .
selection procedures. I hoge that it .will be better, but it .

. ' S

DAk

~ methods of selecting students. ., w .

N . b
Particiggnt. Has there been a public discussion of mechan- Y
isms of a rdndom selection or a lottery method? I hear this Y
issue mentioned gt various meetings but I have not rd it
seriougly discussed,* and it seems to me to be about time to’
lodk 1nto mechanisms. - o

.
- »

"Dr. GroVé' I am .unaware of a publlc dlscuSSLOn w1th respect
to medlcal education but we have”had some personal experi-
ence. The Unlversrty df Illinois at Urbana segyeral years
'ago attempted such a technique for «selecting those who onld - .
be admitteﬁ to the College of Liberal Arts and Sciences from -
. a" poql Of*quallfleﬂ candldates .There were simply not ~ . -
enough places for all quallfled appllcants and a raundom,
Selection system seemed the’ ialrest selection method. It .
was soundly feaected in the puhllc press,,and the general
‘outery was such that it was. never lmplemented' s ‘
L
Dr.tRoberf Q. Marston- “‘There was certalnly a general publlc ™ o
discussion of such a lottery in Florida this spring. Per- /7
- sgrally I am not agéinst looking at,the use of a lottery. M
When the selection procesk reaches the poxnt at which intelli-.

0

s
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gent”discrimination among applieéﬁts is no longer possible;
then I think the most honest thing 1s random selection.

PR Participant: Has there béen enough work to establish cri-
teria for identifying a pool for such a lottery? I am *
particularly concerned about the wide variation among under-
graduate institutdions that the’ applicants attend and “the
potential variability in the meaning of grade point aver-
ages that the students would present. 5

Dr. Gelllorn: In our program we select students from high .

schools and attempt to de op an entirely integrateQ exper-

| ience in the undergraduate cyHllege and medicall school pro-

) grams. We obviously have wi disparity amf *he varilous
. schools 1in the New York City public school system Students

who come from the Bronx High School of Science/; which itself
‘has a competitive admission policy, have a great deal more
factual knowledqe than students who come from high schools
in highly disadvantaged areas. On the other hand, we find
,that all’of these students, who come 1in with a 90 average

in their gourse work, have the capacity to learn. Those who ¥

. . have more factual knowledge have an €asier time at the start
- but all have the capacity to succeed.

Participant: One of the fears of a lottery system is that ’
° , it may create the serious problem of disincentive. This

.- - qountry is founded on reward for effort expended. While

there 1s a kind of fairness in a lottery method, the awesome

thing about contemplating it, and much of ‘the public resigt—

ance to it comes from an abridgement of our tradition that

. individuals are rewarded for efforts put forth,, s

Dr. Grove. I cap only concur with Dr. Marston's view that
when’ ygu get to a point where it 1s literally impossible to:

."¥ think symbolic distinctions make any difference.

. Arthur J. Snider: We have been talking about general
policy matters but I would like to get down £o the hard
questions that come re% ulatly from disappointed mothers
- whose“ohildren did not Jget into.medical school. Dx.:Grove, ~

* . You seemed to.acknow}edge that there is a method of selec9 j~

"o tion*by'privilege, ineluding the privilege of being the N
- child of aliimni or financial con¥ributo¥s. What, influende*
do s%nators and C@ngressmen have on the admiss;ons processo

“Ands why are there a disproportionate number of séns and’

. identify those ‘who will be suggjssful practitioners, I don t=—7

t‘j;

3

*.»;,,:w- o
s

g

. daughters of phySiCians accepted into medical schogd" DT

q , Dr. Grove: AS to #he influence of politicians, at the Oni-
versity of Illinois, there is none, absolutely none. With
B * ’ - m .’/. e ” '. v
‘ N v .

’ 2 .k . ¢ -

7 -

Ric o . 59

Aruitoxt provided by Eic: * .




. . ‘ b‘ 4
¥ 493.~ L N P -~

. <z '
LR
. .

respect to the acceptance of ‘greater numbers of. physfcians'
children, I suppoge in some institutions the children of
alumni are regarded a little bit differently than others.
« ' In my éexperience® £t the University of Illinois many more
letters are written to disappointed alumni than to anyone
’ else., Their children are neither favbred nor discriminated ’
against. - o )

Participant: As a premedical adviszr for 25 years, I am
greatly disturb?d today by the comment that we do not need )
-at least -2 years of chemistry in premedical education, be-, . -
cause it seems, to me that medicine is getting more birochem-;

ical and biophysical every day. How cuh someone get by with
less than two years of chemistryj_\” <

v Y .

DrgGellhorn: I believe I did not specify the amount of
timkllgtted for chemistry. The vast majority of students °
elect to gtudy a lot more than two years of it. It 1s”in
organic chemistry, however, that the emphasis seems entirely .
,irrational‘althoqgh I would bé_'dellghted to be -challenged:.by .

N anyBtdy. Why should medical students need to know how to - )
synthesize \nylon, one of the mosSt common laboratory exer-

m- - btiges students go through? oOrgahic chemi‘strny. should be con-
tribtitor\gﬁto biochemistry and-'it does not require gtudy of

an endtess’ nt of materl‘a-]‘..‘ .Students going into medicine

should be 2o aredxﬁgr\xpeqiciné‘, not Vo e professional N

chemists or physicistg -or _mathematician§ If courses are ).

really oriented to what 1s needed for an understanding of \

, the basic biomedical sé¢iences, the reduced amount of tigne_ o
spent studying cou®d be dramatic. 4

-

1
‘

. .
Participant: ‘As a biochemist I take marked exception tg

such a suggestion, for 1f there is any pary of’ chemistry
which Bnvdlves probl?nsolving gr creative/thinking, it as )

-+ organic chemistry. owever, I certainly \agree that memoriZ- .
" ing-miles of mechanisms is superfluous. also agree that . L
the haif=life of the facts learned 1§.quite short. Attack ’
.time spent in physical chemistry* if yod want, or in history YW
or~English, but do ,not attack the creative thinking that R

goes on in organic chemistry. “To do sMreveals anp unfortu-
nate lack of premedical training. N

14 "‘. . .

'Pa;:tic&'gant: Dr. Grove, in your consideration of identify- '
‘ingta ‘ool of cdndidates fromwhich random selection$ could —
'B@?_-"ﬁ\éde, how would you deal with the issue of emotional »
~ " balance and maturity?

: L 8

Dr. Gx"ove:"y One of the parameters I suggested for "develop- . f
., ing.the pool was a carefully designed interview system,.and St .

- f

.
\ .

« B
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I do not mean one condubted by, fagulty members or studests,
- or alumn: who 'are doing it occasionally, rather I mean
screening interviews administered by trained professionals.
Our faculty has suggested such a procedure. It is costly
and we may not at the moment be able to get it off: the
ground. But I believe that if we could set,up a structured
+ sSystem with multiple intérvieys by trained personnel, we
would: probably identify the emotionally disturbed as well
as, if not'better than, we do at the present time. .

.

e Particig&nt: I‘yguld like to know Ef the inflation Of grades*
in the humanities has played some role in the greater prior~
ity given to science achigvement 1in the selection process.

Is an A in English easier to get than an A.in science? Is
that one reason why the humanities count for less than the '

\ Science? Ty -

Dr. Gellhérn=.I am-pot sure I can reSpond directly to your”

question. I havéf%ééh told by many premedical students that

in the nonrequired -&rea (which 1s essentially the nonscience
disciplines) they shop around- for cougses where they are
reasonably assured of a good grade and shy away from'courses
in which thexg is the possibility of a modest grade because
that w1ll @istlirb ¢heir overall average. This is one of the
distortions of education that I think so dre*dful and which
really demands réform. C -

- -

Participant: Much has been said about the admissions selec-
tion process,; but would someone please <comment on how com-
municgélon lines are established between medical schools amd
, she urdergraduate divisions that are tontributing to the pool
-+ of sel&ltees? . .
» Dr. Grove: One mechanism I can suygest is for périogic con~
sferences~like this, in which the medical schools invite *
- *~major feeder cqllegés and uhiverskties to particitpate in.a
dialogue that allow§ premediqgl advisers to be brought up to
date on current policies andgpro&edures in both admissions
. and curriculum. The technique wouldsérve to uncover diffe‘—

-

* ' ences between what; ‘we say and what we do. -
: Participant: It.seems clear sthat present ‘selection proce--
. dures idg%fify well those who will succeed in the farsgt year
of medica¥®¥school. But if the goal is to identify a success-
ful practitioner, not a successful medical student, these
procedures seem less effective. .

-Dr. Gellhorn: That is exactly the’pOinE. Academic cfitqria
.. . are wonderful at predicting how the student widl do in the®
B . b I} ’
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‘s ° First year but after that predictive validity begins to -
- dwind/];e, and correlation with perfo'rmance as an intern, or
X' in_practice, is virtually zero. , . >
Mr. Snider: Dr. Gellhorf, you.said «¢hat only a limited num- R

ber of schools state their‘goals for medical applicants.

"Would you favor a more detailed listing of ‘criteria by.which  *
studen are chosen, or would this merely offer shrewd ap- o
.plica'v/g.,an opportunity to tailor their applications and

their interviews to fulfill these requisites? wnd further,
would it be appropriate to tell a rejected gpplicant why he
did not succeed? .

°
.

. Dr- Gelilhorn: Yes, I think it is very important for medical

. schools to defihe their objectives and to defire the criteria
. they use. for the selection of students. They need /to learn °

sometime whether th\ey can really distinguish the individual

who is going.to be a biomedical scientist from the one who o
N is going to provide comprehensive care.: And 1f you ask

1 w}'xether students \Iv'}ll tailor- their responses to theie speci-

(*‘, fications, well, anyone who works on an admissions éommittee. R

knows- how, that is done and must have learned not to be snowed

easily. ~ 4

- “
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Background Paper . - .
. .
o . 2. THE PROBLEM OF PROGRAM . :
- .
, SR :
"The undérgrdduate experiences of medical students have
been describéd in various ways——"rat race' and 'pressure )
cooker' are but two of the commonly used epithets." So \\
begins the descrxptlon of yet another plan for ""dlfylng a’ N
ed1ca1 currlculum e 7 N

’ The demands for program changes arise from such ,sources
as student dlscontent, faculty vision or dLSLlluSLOnment
specxal interest groups, and Federal carrots or leS, among
‘others. Receﬁtly, the persuasion of m®ney, in ‘the form of *
capltatlon grants, has seemed most influential vis- 3-vis
medical curriculum., The immediate effects have been increased
efforts to train ths1c1ans-for primary health care: roles and
to program medical school educatioh in less than the conven-

"

—ﬁional 4-year time’ span. .

-
-

another 17 provide that opportunity as an option. |Although
the remalnlng 72 schools have maintained a 4-year nequirement,
the final yearffor some major segment of a2 single year) is
commonly glective in content although required in time. It |

Sixteen medicallschools now offer 3-year proglams and

_has been pointed out, hOWever that the real lnstructlonal

tihe' dlfference bétween 3~ and 4-year programs is not as . .
great as the calendar dlfference”mlght suggest. Among 4+year
schocls, the median instrdctional une is 38 months (wlth a
range from 32 to,48 months), whilelin those where an M.D. may
be obtalned in less than 4 years, the medfan instructional
time is 36 months (with’a range from 27 to 38 months). 1In
mo®e than half of the -3-year schools, faculty members.are
reportedly dissatisfie@ because of the burden such an effort
pPlaces on &hem and their students. 1In 89 percent of these
schools,” however, the students. are pleased with the education
they receive. 1In a few of the 3-year settings the facuTty .
view has precipitated return tb a 4-year offerings despite the.
absence of any significant difference-ih-3~year—and 4-year
student achiavement in tgose schqols which offer both tracks.

¢
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If the issue of time seems unsettled, that'Gf program .
i . .organization and content is even more uncertain. The only
. .. regular finding is that basic science precedes clinical &
science (although in af least a few schools that dichotomy
" Jhas been badly blurred by introducing a substantial amount (ﬁ)’éy
of clinical experience from the beginning). While the
- dtrictly departmental organization of inStruction in' the
basic sciences still exists in a majorxty of schools (66), e
some variant of organ system or integrated programming is i W
the orgdnizational pattern in, 30, and a mixture of the two
in-another 20. F6r the clinical perjed of instruction, how=- ¢ -
ever, virtually all schools- continué to offer regular and
elective clerkships in an exclusiv€ly departmental pattern.
One of these dépar;ments is often called family practice-or

L 4 community’med1c1ne, but inspect+on,of the 1975-1976 Associ- N
"o ation of American Medical Colleges curriculum guide leads .
i to the corclusion that specizlty instruction by specialists <

is the dominant pattern of clinical teaching despite iritense andly
pressure tq.modify insgitutional climate and:value system“in ’
favor of pfimary care. ’ ’

H
- R ] . *

., M N -

The nature of instruction, 'like curriculum time and

oféanization,?mas also undergone changes. Some of .the major .

v instructional‘;nnbvatlons'have occurred as follows:

o d . K

Percent of Medical Schoéls i /, ’

. '
" ’ 1972-73 1973+74 1974-75 1975-76 . .
" Self-Tnstruetion 5 f T m e

~

* ... Independent Study = '« 39 ¥ ) *

. B -
- .. 3 Cdputer-Assisted i
s Instruction ! 4 13 - 58 59
{ . ~ . ’

—_— - . NN -
. . [ . .

.

while these wewer techniques, which encourage independ-
ent ratlter; than dependent learning, appear with increasing
%ﬁﬁ& frequency, ledtures are still among the most popular of the
instructional technigtes employed by medical teachers. A
random sampliqg of 10~medical‘scho§}s listed in the 1975-1976
AAMC curriculum guide showed scheduled lecture hours ger week

. to be 14, 14, 17, 30, 9, 12, 15, 13, 12, and 17 (the last a’
. e
. new schodl). . L

' ,Eﬁéluatlon of student progress is almost umversally in e

LR the hands of indi'&du§l departments which employ_a variety of o
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asgessment procedures. With a few notable exceptlonsh th;s
evaluation®is conducted without assistance from experts 1n
the Sc1ehce of tests and measurement$. The examinations pre-
pared by the National Board of Medical Examiners are w1dely~
used to suppl ent, or as a subsbitute for, internal testing
methods. Thi ~three schools f28.2.percent) require. suc~- -

— Zcessful completion of Part I for promotion and of Part II -

. - for graduatloh Ind1v1dual d1sc1911ne scores derived from

~  National Boards are frequently employed in grading students.

Thirty~three schools (28.2 percent) use only pass or fail

deSbrlpEuos§, while 32 (27.4 pewtent) use letter or number

gradeiﬁ%.uearly one-quarter of the schools (23.1 percent of

27 institutions) §till record student rank in class according R

to GPA. o ' = i

) - .
s v -
Al N v

Graduation from medical schpol,“howéver, is roughly the /
midpoint in formal education for most students, since virtu- - \\
ally a?l continue with internship and residency training for i

rém 2 to 8 years. Currently, graduates may enter a rotating .

-"internship with a-major emphasis, or.go directly intq one of
‘the more than 20 approved speciadty’ programs.. Although
nearly half of the hospitals apﬁroved for lnternshlb and
‘res:Ldency aré aff111ated with ‘medical, schools, these graduate ) .
programs are controlled primarily by agencies apart from the
'.universities, chiefly the Specialty Boards that spec1fy the
required trafning time and content, and ceEx{fy successful . '
completion of prepiratlon for specialty practice.

. ¢ - ) - s . v

. More thanfﬁo 000 individuals are now enrolled in intern- &

ship and.reSLdency (10,000 more than are registered in medical -

B SdﬁboI—Tj and approx1mately one-third are graduates of foreign'

schools. of thls t9tal, less than 800 are listed in family ©

. practlce programs, although an undetermined number in general
N 1nternal med1c1ne ped;atrlcs, and obstetrlcs/gynecology may K

be_ preparing for careers in primary care. However, even if o
all those now enxolled in these specialties were to end deliv- B
ering primary .care, théy would represent less than 25 percent
of the total resident pool. It 1is.this skewed distribution .
" that- ‘many ‘leaders regard as a critical so ial problem for "
- = medlcal educators to resolve through significant alteratlons N |
in basic and graduate educational programs. .
.. . . a
” Whether médlcal school faculty and hospital Staff mem-
. bers Ean accompllsh these fundamental changes remains to be
seen., Many observers are skeptical, and express the beglief R
that,sﬁéh changes will not be accompllshed w1thout-coejc10n. .
Others gnestlon whether educati®dnal changes can_be brought . .
aggut BY those .wha have been trained as biomedical scientists
or clinicians, but yho have farel% been held ‘strictly account=
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able for their work as educators. It has been pointed.out .
- that medical teachers and practitioners engage in a continu-
fg * ing critique of research, and are now beginning ‘to examine
. systematically the quality of health care they deliver. 1In
the domain qf instructional effectiveness, \h‘owevﬂer, in most s
medical schools-there has been almost no spontaneous effort .
. to secure even simple quantitative assessments. The closest ..

’ approximation to accountability has been in the form of stu* (\ ’
. - ¥ dent questiennaires—-scmetimes,,undertaken_ by the instructors,
- . " but usually undertaken at the initiative qQf the students
t_:hemsélves. ‘ o

S5 -

.
b

.,

- 4
On the other hand, medical schools during the last 15 .
*» . years have probably given more attention and support to the '
study of théir educaticnal pragesses gan any other profession-
al school within thej universities. arly half now have .
some clearly rdesign:;{ed group charged with responsibility/for
/ gducational research and development. These units are aj)so

. [/, gdiving increasing attention to faculty development pxrogyams,

- and thé AAMC has established, a pivision of Faculty Develop-

: ment to assist individual schools in their efforts to.improve
.staff qualifications for tHe professional responsibility of
édu_cating sg:ndeﬁts. Thus far, hdwever, no school ‘has insti-
futionalized a mechanism for assuring this qualification as a :
criterion for faculty appointment or promotion. ’ '

. - 4 ’ LY '

- S In the light of these issues, the panel concerned with

. the_:-problaem‘ of programs should address the following questions:
' i N . N ]
v *—u/\~-f ) - N . QQ . -
: @Is the present organization and contént of .
- * medical edugation®suited to the preparation
- of graduates who will meet the most pressing
] - ¢ - health se‘rv‘lce needs of our society?
Sl -0 ' S »
. @1Is an arbitrary time criterion for either

basicor graduate education in medicine stills .

approppiate? Is a competency criterion

geagible? ’

-

-

AR S
. X ) R
' ‘ @Are the dominant instructional techniques
likely to assure efficient and effective
e s ¢ initial learning, and to establish in stu-
- dents theshabit of personal responsibiﬂ.’i‘f . N
W : for copfinued learning? N

- %,
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:5::' . @ Are the avaluation practlces presently . .
g:,.é' émployeﬁ’ those which will provide suitable -
o ~ddt3upon which to base judgment about !
a ‘/-: a” pr‘bfe551onal"'competence° -
Y - . o~
% . @ Is.there a need for estabhshmg systematic
IS 1 8 faculty development programs which address 2 °
3 specifically the professional knoweledge ang, ‘
: skills of education? *
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- - Robert - Ebert, Ph.D., M.P.
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R All'of us were asheé:,.to say what we wanted to _say, but
als,g A the, dourse of thé' presentation to answer five .. .
. . specific questlons. -}, have managed to aswer number one,,

2 but I have qot~ fared h'ell w1th the-othér four: -

d .

o Is the Present orgam.zatlon and content of medical edu-
' cation suited to the preparation of graduates who will meet ’ |
. the most g):essz.ng health servic€ needs of our soc1ety? -‘J
P N L
It 1s important to deflne ,our ‘terms before proceetng L.
I . with the¥discussion of this flrst question, for there a ™ 7
o 4 significant difference in the meaning of the guestion if .
T one.substitutes the term” health needs for health service - -
> needs. aHealth nfeds is a far more inclusive term and relateg -~ .
» to gener"dl problems of public health lnclualng nutrition, -
control of Lnfec}:i%us disease, and enviropmental safety, asg, U
well as to persondl health care. ‘on the/other hand, health “;é‘
. service needs can be assumed té refer Yo the actual provi- :' g
- sion of care to individuals or group€ of md:.v:.duals. ¥ R W,
also assume that we are speaking health sexvice needs ln

L

E

the United States and not glob ly . ;
t - W :
. 7 Medical education is a ‘contfhuum beginning wlthﬁg - .

Y

collegiate efperience (and continuing through medical schooi
traLm.ng into the internship and residency experience. It

’ progresses from the most general (college) to the most * s
5 specific (specialty training) learnxng,‘fd it is J.tnpo;tant N
\ to recognize the different purposes of ese several phaseg, 5 e
, of the educatiidnal process. The collegiaté eXpérience and " T
e the preclinical phase of medical wchodd are similar in S
: — organization and are university o lented. The chm.ca], ;f. : T
phase- of medical school is incréasingly, hospltaborlented N *_ .
X . . and, of course, tHe internship and residency phase is almo,it ‘_ °
. entn’ely hospital dlrected, ] e T T
N v A <, o . - N .A.A'v -
P - \ Perlodlcally, the purposes and goals @f general educa- - 0 I
~* A~ tion are debated and attempts, are rnade to relefine the contenr&f,ew
B ’ o & . . e 5 a~
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of a general edication and, of course, there are no satis-
factary dnwers since no one’is qulte sure what an educated
persqn&is supposed to"know or-heow- he or-she-is’ supposed to¢ L4
behave, The majority of premedical students are less con- ’
cerned with this debete than the job of gettiny into medical

--school, and conventional wisdom ‘tells students that their
chances will be best if. they major in science. The conse-
quence is thgt premedical students are less likely" than non-
preprofessional students to explore areas of knowledge which
they believe are unreMted to medicine. I make this point
not in order to plead for greater exposure of the premedical
studenit to more general education, but rather to suggest B .
that the blologlcal sciences relatéd to medicine,offer a

1
.perfectly reasonable scierce concenftration. 'ﬁ'shall return
to this igsue later. e - .

N a ! a' - -

Over the past 25 years S*there has been consxderabIe . -

experlmentatlon with medical education, and few schools' have
" failed to ch&hé& the medical curriculum at least once in that
period. oOne might have expected that this commitment to
change would’ have'resulted in a greater variety of medical B
school educational experiencés. What 1s remarkable is the t'
sxmllarlty among medical schoals and not the differences. o
Schools may vaty in the manner in which they pfgsent basic’
birological sciences, but all‘prov1de the student w1th a gen-

* eral background in biology includify behavioral science. .

- Interestingly, the range of biology Ooffered the medlgql o
student is usually much broader than that gLven the *BR:D.
studen® in blolegy All medical schools provide the student
with an understanding of pathophysiology, although the con-:
cept y be presenteq\t: different ways, and all tegch the. -
stude®s certain clin 1 methodologies whxch eq?ble them to
examlne/patlen€s in a structured manner. _A var1§Eykof other |
subjeets may be presented with greater or~1esser emphasis ~ e
depending upon the intérests of the medical faculty, and -~
theéseanclydd preventive medicine, "commupity megffcine, med-
ical econcmics, and medical ethlcs The fapt that.there 18
less unanimity of' faculty opinabn abougbgzese subjects ig, a (
point of interest.. The only~ unigue tea ng exgrcise in
medical school is the clinical clerkship, for it provides v
the student with a probleﬁ—orlenteé learning experience in
the real world of med1c1ne. o . .

y’"—‘\\ P ) \ .

The 1nternsh1p and re51d ncy years are a period of

intensive training 1n a par cular discipline or specléﬁfy

of medicine. There isav rying amount of*d:idactic teaching .

Bu; the more common teac 1ng exercises are "teaching rounds,"

.

. s. The intern-residents learn by - ¢
respon3¢b1)1ty for the care of patients -
. Y, e '\;»’ , .
- —_— - '
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- as they progress_through the )raining program, includaing )
! supervision of patient ¢ave .provided Py those junior to
s them. The content of -the training program is defined direct- | .
B ly or indirectly by the specialty beard responsible for
certification of the‘resident wupon compietionrof training. ° -
Wh%}e there has been continuing discussion about university
responsibility for residency training, the facts are that
- the teaching hospital and the specialty board determine the
’ ofganization and content of the program.

. .1 have gone, 1into“deme detail 1in this review of tHe -~
. education of a physician because of the ‘questidn posbd to '
é\? the pane{. ‘If we are to consader the need for change in 7~ 7.
8, the organization apd content of medical education,’we need .
. to judge the likely impact of change at different times in
this contirfuum. 4And finally we must discuss what we believe
to be' the most pressing health service needs in our society.
. . N .

The usual approach to health matters in this country
1s categorical whether one is discussing reseaxch prioritaies
or service needs. 'The categorical .approach may be by
disease--cancer, heart disease, stroke--or by age and sex,
for example, maternal and child health or care of the aged;
' or by the magnitude of the social problem, for “example,
alcohol ;and drug -abuse. 'Indeed, the debate about over-
specialaization and the need for primary care physicians 1s
directly related to this categprical,appr9aqg to health and:
_disease. - T -

- .
.

N - I would like to suggegﬁgthat the most pressing health - -
service need facing our society 1s the overall grganizdtion
of health services. What we .need is a system or systems of
medical care which provide universal tccess to a reasorfable
range of medical services at a ‘cost that can-be controlled.

I ;ecogniqp that this 1s a tall order. - However, failing some <
attack on the fundamgntal organlzatlon of health sérvices, I
feel we are destined @ have another inflationary spiral of
costs with little benefit to patients. )

R ¥

1
. 3
., . LIt 1s evident to anyone who has followed {ge current
debate.on health manpower legislation that the Congress per-"
ceives this problem as one of-health manpower and not of |
organizatien. Just asgthé“é blem was oversimplified at the
beginning of this*@egade by assuming that ahn inciease in the
- trax ng’qnd~certifdcation of physicians would solve the , 7

probXem of the ava‘ﬂabllity of care, 50 once again it is

assumed by-the Qongresé that changing the Mgk of residents

it training will provide a ration dlgtribution of physicians'
_.services throughout the Wation. I do not suggest that the,” -

. i .
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distribution of physicians -amopng the specialties is unimpor-
. tant in determining the kinds of medical services available
i to the public, but I happen to believe that the organization
, of health serwvices should dictate the health manpower needs
rather than attempting to structure seérvices on the basis of
some predetermined formula for the production of specialists -«
.and primary careiyphysicians.
’ . - L4 -
> '7-'In whatever manner a solution is sought, whether by
K manipulatiqg the manpower pool or attempting to reorg@nize'
. the provision of services, the same questions can be asked -
about medicak educations? Is the content and organization “‘g
appropriate to an inevitable shift in the relative proportiong
of the specialists in Eraining? This 1s both a quantitative
and qualitative question. 1In other words, we might be train=-
ing .too many neurosutgeons or cphthalmologiségz_hgf the édur
tational programs might be entirely appropriate, so6 that one
'would_siﬂply reduce the numbers. Conversely, we might be Y
. training the appropriate number of pediatricians, but the
educational program might be wrong. It would .take far too
long to examine each medical specialty iA these terms, so I
shall looﬁvonly at the primary.care specialties, including
_ family medicine, degeral interpal medicine, and general pedi-
¥ atrics. , ’

. ., ... Since medical education is a continuum, let us start
e ideh gollege. I Personally doubt thit the educational pro-
.« grams-offered make as much difference as the differing apti-
tudes of students. fThe studies by Dan’Funkenstein suggest
‘. th tudents with high verbal sability and demonstrated con-
¢ cern f others are more likely to seek careers in primary
care thé;:Students'with high quantitative scores. Because
of the aptitudes of, such students, they, 4re,l1Kely to-have
done well in the socia]l*sciences or, humanmities; so to this
degree one may chopose compatible candidates for primary care
fields. I do not suggest,-however, that any-special curric- .
ulum need be designed for the premedical student who might
,wish to.pursue a career in primary care.

v

o

. e 0, - - - - -
’ What about medical schodl? Should the curriculum be
& chagbed to foster an interest in praimary care, or should

there be tracks so that students with different interests
can pursue different tracks? I am inclined to the view
expressed by Dr. Wearn jn describing the Western, Reserve
: Medical School experiment, namely, that the'medical scheol
student should remain an undifferentiated "blast cell" who
can differentiate in any difection after graduatign. 1In
‘other words, I dodbt that it .is wise to structure the medical --
school portion of education so that ‘the student begins to -

8 .
~ . '
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specialize too garly and I include primary care‘as a special-
ty. On the other hand, there should be broad afkeas of educa-
tional opportunity open to students with a variety of
interests from mélecular biology to public¢ health. There . .
should be curricilar offerings in primary care just as there
.- are in other areas of clinical medicine, but_the success of
these courses will depend to a significant degree on the
quality of resident traihing in the primary care progXams.
- ~ ,
I dq'not wish to discuss still another revamping of
medical school educqtiom, but I do wish to comflent on one
major omission in the education of the physician. It seems
to me that the justification for 1ntr9ducing‘educationél
material into the medical curriculum 1s the.universality of N
the principles to be taught. On this.basis,* one can justify
the biological'dlscrpllﬂes, pathophysiology, clinical method-
. ology, and” the clinical clerkship as an approach to problem-
solving. Physicians as a group need not be expert ip
management, medical ecdnomics, the  organi’zation‘ef health
services, epidemiology, or biostatistics: but there is an
area of knowledge which encompdsses certain aspects of these
fields which physicians as a group should understand. Physi-
_ . cianms are reasonablidsdoed at making decisions about individual
. patients on the basis of “incomplete data. They are far 'less
skillful in.haking decisions about the relative utility of
new forms of diagnosis and treatment. / Too often, moge_is .
better and tHe latest test or therapy publi'shed in the New ~
+  England Journal~9£ Medicine is recommended more on the basis v
) of novelty than proven utilaty. The.ratiomal basis for such
dbcisionmaking 1s poorly taught in most medtical schools, in .
part at least because such instruction is,usually detached
from the clinjcal setting. If this area of knowledge is to
have any wmpact on medical students and house staff, it must -
be taught in the clinic, using many of the sdme techniques
which “have been successful in teachjng clinical medicine. To
a greater or lesset degree, all physicians will bey involv £
» in such décisionmaking in their office§%or their hospitals
and more broadly in their speq&al;ig§djénd yet they are
presently ill-prepared for the tagk¥ ‘fhe example must be
set by the teaching hospatal and Eb§_¢iigfcal evaluationgof® .
«clinical procedures must bé built into the thinKing of all
. physicidns, including those in primary carg/.- )

<

Lo,

_ . L] oy et * \
Following this digression let me turn'to the most crit-
. ical part of the educationr of fhe.praimary care physiciap,

namely, the postgraduate years. We would all agree that ',gl
- there are too few positions avallable for training in‘primary, .
_ * rcare, .so that therg needs to be some,qlantitative reédjustment.': -
P But what about thé‘ﬁﬁality of primary care programs? It is R
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my judgment that both the organization and contént of tesi-
dencies in general internal medicine and "general pediatrics
need to be changed. Most residencies are financed via hos-
‘pital ‘reimbursement and the justification for residents’
salaries and the cost of residents' education is service to
~the hospital, and the major service provided is the care of
tﬂﬁatlents. To be sure OBD (outpatient department) care can
be’ justified as well, but if one wishes to provide a larger
amount of ambulatory experlence than, erdinarily provided, or
experience in ambulatory centers not under the administrative
control of the hospital; 1t 1s difficult to justify the
additional expense. Curiously, none of the proposed health
manpawer leglslatlon wplch is meant to encourage primary .
care training has faced this problem directly. ‘some differ-
ént form of financing of primary care r sidency tralnlng is
needed, and it should be financxng whlci 1s ongoing’ and not
dependent on grants. .

¢/

/

, Much more needs to be done to define the content of
prlmary care residencies whether in internal medicine, pedi-
atrics, or family medicine. Fortunately, there 1s an increas-
ing ipterest in re%eflnlng content among the specidlties .
themselves and in ralnlng centers, so that we can ant1c1pa¢e
substantial progress in the i1mmediate future. It.1s.also
evident thatﬁgach of these primary care areas will contribute
to the others as experiments if newtforms of primary care
trayning are carried out. FurthermdTé, the spec1altles of
med?glne which can contribute to the education of these pri-
mary care physicians, such as otolaryngology, psychlatry,
orthopedics, and gynecologY, seem willing and even anxxous
to cooperate in prlmary care training programs. .

Let me summarize my posltlon as follows?' The most
pressxng health service need of our society is reorganization
of our medical care delivery system. This is not something”

" which will be accomplished by altering the medical education -
sysktem. Congress perceives the problem as one of manpower
rather than organization bu htehever approach 1s correct,
one consequence will be a redfistribution of physicirans among
the speclaltles with an increase 1in Ahe number of primary
care physicians. The majgr educatlonal change needed 1s in
the organiza&gion and contént of prlmary care resgdencies. I
am optimistiq about the chances for rapid changel\in view of
the interest 'in the problem shown by the specialtX boards as
well as medical centers. in ¥

. I have spent most of my time commenting on the first

quest®on, therefore, let me answer the others in summary .
. N N
»
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. Is-an arbitrary time criterion for either basic or gradu-
ate education in medicine §till‘agpropriate? Is a cbmpetehdly

criterTon feasible? ° .

- One cah makevlhe argument that time allbted to various .

to alter the system have not persuaded the majority that the

approach should be changed. In my Own View, timé-cou}d be .
. saved by combining the last 1 or 2 years of college with the
first 3 years of medical school. This, it seems to me, is'a
X more practical approach than shortening time spent’ in medical
school. The length of residency training should certainly be
reevaluated from time. to time since’ the temptdtion seems to
be to lengthen the training period rather than shorten 1t.

I doubt that competency criteria will ever substitute
for some arbitraty times alloted for varggqé phases of medical
education. I say this tecause € doubt that any system of
evaluation is adequate to make the judgment needed. .

Al - ’
The third question was, Are the dominant instructional
techniques likely to assure efficient and effective initial
. learning and to.establxsh in students, the habit of personal
responsibilaty .for continued learming? I disclaim any exper-
tise 1n the area of, instructional techniques and, therefore, »
. ‘cannot comment in a>cr1t1cal fashion on’ the  First part of -
#° (. the question. The second part, namely, the personal responsi-
bility for continued learning, seems to me to relate more to
e C . the.educationa} environment during medical school and post-
graduate training than to the educational techniques employed.
s In other words, a critical and questioping educational envi-
ronment is more likely to encourage continued learning than is
a particular technique. *

.

As for the fourth qﬁestion, Are the evalue;ion practices
~ . _presently employed those Which pro\ide suitable data upon

which to base judgment about profesional competence?, ‘the

answer 1is probably not. Trué professdonal competence can be

judged only by Sampling what physicians actually de in their
D practices and thé tethniques for doing this are still rudi-
* mentary. Lafry Weed'sS problem-~oriented cord attempts to

¢ tackle the,issue, and other systemé hav een suggested, but

!¢ . none to date is entirely satisfactory. ] - .

PALAN

N
'y L4
Finallpy, ¥s there a need for establishing systematic
. faculty -development programs which address specifically the
professional. knowledge and skills of education? .
. - ¥

b .

I believe there is, and I believe that faculty develop-
ment should be built into our[academic training .programs just
. : : ¢

. . . . »

Y
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. phases of educatloﬁ is arbitra¥y, and yet various experiments &
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as we build in research training.
basic sciences”should be required t
doctoral fellows in preclinical
and there should be instruction
Aeducation.;’Facurtie§?3hould be
ability aidthey are of; research

Ph.D. students in the

o' teach’as should post-

and clinical, departments, .
available in the field of ’
as critical of teaching
and clinical ability.
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S THE PROBLEM OF PROGRAM

T . "Irving Schulman, M.D.
- ' : e .
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During the past 15 years an extraordinary number of com-
nmissions, ,and studies, prompted by
organizations And foundations,
and universitiqs and ihdividualgs, involvang a broad repre-
‘sentation of the citizenry, ha addressed themselves to the
_very guestions which. are posed/at this mgeting.s From these
activities eglanated’a veritable library of report§ contain-
ing analyses/c;f3 M&he problems and recom:gendations for their

. . osolutions. Ti view, the most significant of these were
\/' \ the Coggeshall report of 1965, the Millis Commission. report
N on The Graduate Education ‘of Physicians o

, f 1966; -the report e
: *  of the Carnegie Commission on Higher Edu

2onof 1970, the
Millis report on A Rational Public Policy

for Medical Educa-
tion and Its Financin of 1971, and the Report of the Commit- , .
tee on Goals and Priorities of

the National Board of Medical
Examiners on Evaluation of

mittees,; conferences, co
public ‘and private agencies,

2 the Continuum of Medical Educa- \'
: \‘J Y jon of 1973. From a digerent viewpoint, that of a medical L.
PR

- economist, but addressi the same ques‘éﬁ‘ions is the recent .

chs, Who shall Live? (1973). Of all the

55’ \ - repoxrts, it is my opinipn that Millis' ‘Yeport of 1971, a L

. document that I consider remarkable for'its scholarship,
?arit}?, and vision will prove to have the influence and
s

book by Victor Fu

gnificance for decades to come as did the Flexner report

or ovex ‘half a ceptury.
!

L. - .
~ The many studies of the past 15 years wer strikingly L
consistent in identifying the historical trend nd the‘ﬂntqrn— A
- a]’. and external pressures which made an upheaval\1in the estab;—;
lg@hed tradition of m.edic'al education inevitable, and t‘he}:e . -
, ) was anh almost unbelievable concensué in the idgentifiication of .
. . the major changes which had to be made . o Y
;'ﬂ‘; -3 N h \ .
$ The Flexner report of 1910 stands as both hero and .
- villain in etaluation of medical education in the United
. States and as.an #iological factor in'the problems now being 5
N . ! K} . . \
. . I "a
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faced. It may come as & surprise to some that in 1900 "less

than 10 percent of the practicing physicians were graduates

of medical school, and only abeut 20 percent had ever attended
ectures in medical school” (Coggeshall 1965). There.were e

id té be, at.the’time of the Flexner.report, about 150 ¢

medical sghools in the cquntry, the majority -being unaffili-

ated with any educational nstitution. . Medical educatlon, to

a large degree, was conducted by apprenticeship, or inpro-

prietary trade schools. The Flexner report caused medlcal

schools to move closer to un1vers1t¢es, caused the development

of fullgtime f¥:xulties and resulted 1n the creation of a cur-,
riculum baseh upon course work in basic sciences followed by,
clinical experience. It also ¢aused one half of the existing-. “ogon

schools to close, and sharply reduced the output of practi-
tioners, so .that.42 years later--7 years after World War
II--there were still only 77 medical schdols in the countty

and the number of graduates equaled about 5, 500 +yearly. It

also caused the establlshment of a curriculum in medical

school that was-v;rtually unsform and rlgrd in time and con-
fent in every school. ' The only sdgnificant change: ‘until the
.late 1950's and early 1960's was the shortening of undergrad,
uate and graduate tralnrng durlng the war years.

.

+ It has been sald that 1t was. the success, not the fall- e

_ures,_of the post Flexner half decade that helped, to create

the problems which .became glaringly evident by 1960, _f0r
that system of medical education produced a generatlon of * 4
biomedical sc1ent1sts ready and able to contribute substan-

-

°

F
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: serv1ce by the public as new sou

tially to what hag been termed "the explosion of scientific
" knowledge" in the 15 postwar years, and which still continues.
This phenomenon, fueled by massive governmental support “of - N
blcwedlcal research and research training, made it increasing-
ly evident that "the system had become'overloaded—dthat we R
tould not cover superficially eze?y new field of, blomedltal . T .
knowledge without causing the whole system to fail¥ (Llppard ,
1972). The escape valve was a marked exten51on of the.grad—
uate yeats of meHdical education, soon exceedlng the- number of
uddergraduate years and thereby increasing sgec1allzatlon. S
The spectacular advances in scientific knowledge #nd thelr N
rapid and dramatic application tp many areas of curative and '
preventive med%clne generated an reasing demand fqﬁ~medlcal
*Q of paymeht were maé s
avallable and a%‘the belief 1n the entitlement to medlqd L,
care grew ever stronger. The. public soon concluded, howeer, ’
that the numbers of physicians needed ‘to deliver such.serVLCes K
ang the types of physicians able to guide the patlent through
the array of spe®™ialists and technologies were simply not ;
avallable Many other, forces were unquestlonably at work . - )

"

,slmultaneously, noE the least of which were the medical stu-

3 .

i




> ——— .
68 - —
. dents themsel&eg\ From this group came the demand for more
‘s relevance of their undergraduate medical education to their
ultimate professional goals and the growing concerns about
the cost of, their education and the long aad increasing amount’
- of time before they cduld practice their profession.
. . . o ] .,

. Against this, background, pressure for changes in -med-
ical education was irresigtible. The initial thrist was
toward the goal of .increasing the output of physicians (Dr.
Millis always emphasized more and better ph¥sicians). Soon
thereafter, qualitative, as well as quantitative, changes
‘were also emphasized. Goals ‘and objectives about which v
there was almost unanimous agreement were clearly stated in

v

the Millis report of 1971. There is, stated the report:

o

-

. .
. . . urgent need to alter medical education
1n order to produde a diversity of physigians
in place‘of physicians of a uniform pattern.
- The implementation of this change.will require
alteration of the admiSsions requirements,vtﬁé
. educational process, and the educational ' '
. . enviromnment. . . . Medical education must
v become’a substantially individualized experi-
ence. . . . The learning méChanism must be
‘ . vtntical and whole, that is unique to each
’ ttaek. . . . If this condition is to be met,
. the arrangements for teachjng and learning o
©  must be alterpd. Required and standardized
courses hecome less generally useful. Lec- ,
. tures to all members of a class become less . Y
- " efféctive.« Conmon textbooks become less* ’ .
meaningful. The emphasis must shift from
being taught to self-directed learning. Lec-
. , tures and laboratory exércises must be re~
: . _placed by programmed learning. Measurepent’
v . by common’ examinations must pe replaced by . R
individualized assessmeny andfgraded achieve=,
ment. Electives must replace requirements.

Yf . When the objective for &ll students was
.Ehe akill required to deal with ill patients
n the hospital, the acute hospital was an
.appropriate learning environment. For the
‘ pﬁysician whose function is to be one of ° ,
e [ medical re rather than medical cure, the '
0 jte hosPhital is not an appropriate learning
“ » environment. Hopefully, well patients will .
¥ ’ ‘not ‘be in hospitals but in different kinds ’
of institutions and Places. They will be in
. - ) - 2ot

& ' » . .
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; S clinigs, offices, homes, schools, and commun-= -
k¢ 27w 7 “o - itips. " Thus, the medical schoals'must operate
: . in a greatly diversified set of health environ-
ments. This‘*will require an entigely new set
s, - of arrangements, new relationships and a mugch
’ < more complex organizational scheme (Millis
* . 1971) . . Y

Since a significant f{ime has now elapsed since an appar- *
ent consensus was reached concerning both the roots of the
- problem and the mechanisms for correction, it. seems to me -
' that this copference should not merely restate the problems
and the questions, but should more properly attempt a prog-
ress report. To what extent have major recommendations been
- implemented? Of tho§e which have bgen attempted, what "
. obstacles have developed to impede their accomplishment? - s
What new circumstances have’ evolved which necesSitate reas-
sessment of some of the originall recommendations? What new
recommendatio#s are warranted in light of the experience of
.the past 6 to 8 years? ) . . -

.
: In addressing the questions pertaining to the problem of !
Igrograms, it seems obvious that’ these are 1intimately related
- to those of the other panels, particularly those conderning
selection and cost.. ‘ * .
-

. -
.

i |‘_

.. * .o
. wigh regard to whether the present organization and cop- -
- , tent.of medical education is suited to the preparation of
graduates who will meet the most pressing héalth service B
—-needs of owr society, one might consider the Millis report
-~ (1971) which identified three priorities for action that were
to proceed simultaneously. These charged all medlcalﬁschools -
e to: - B} . _
.z N ..

-

@ Accelerate change in admission policies in
Lo curriculum, in educational me;hodb, and in .
20 clinical teaching fgcili€ies in order to,
. accept a greater hetérogeneity of students,
N to accommodate tHeir individual differences, .
N . and to produce the needed variety of_physi3
. . ’ cians. ' ' :
w . f
y ksl - R4
- 4 . @Accelerate growth in the size &f the student
? . body to achieve a more reasonable educational
A . efficiency and at the same time to educdte

&S
4, .- more physifins. . .
. k4
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@ Initiate the orgam.zatlon of a local system
of health science education and 1nterd1g1-
tate that system with a regional system of
health science.

-
oo

Cel .
Some assessment of progress toward these gogls is pos-
le in qguantitative terms, for example:.

A

@ The number of‘\edlcal schools in the United
States is now 117.
@ The number of students entering medical schools
in-the United States’ in the fall of 1976 is approxi-
mately 15,500, an increase of 77 percent in the past
10 Ayears. -The Millis recommendation of 13,500 almis-
sions by, 1975 was surpassed in 1972,

@ The percentage of women in entering classes of
medical schools had risen from 9 percent in.-1965 to
20_percent by 1973 and is estimated to be around 30
percent in' the entering class of 1976. °*

@ The percentagé'of minority' students in the °
enterlng c1¥s™ had risen froh,less than 4 percent in,
1965 to 10 percent in 1974 and is estimated to be
slightly less in the entering class “of 1976,

@ The free standinga internship was abolished in
. 1975 and more than 90 percent of graduate training
programs are now associated with medical schools.

.A high proportlon of medlcal schools now con-
duct some portion of the educational curriculum, for
the undergraduate and graduate, in tommunity hospitals

+ and other health care fac111t1es away from the uni-
versity medlcal center. '

N @An J.néreasmg proportion of the medical,gur-
.riculum; both tmdergraduate and graduate, Is belng
$ondu(‘:.ted in ambulatory care settlngs.

’

@ The- number, of res.Ldency positions in the "pri- *
mary care! spec:.altles—-medlczne, pediatrics, and
famlly practlce——ls gteadily lncrea,slng and the per-
centage being filled by U.S. medical school dgradu

is also increasing. The positiops in surgery and
other specialties have rémained stable or, in some
cases, have actually decreased.

.

-~
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t A @A selectavaty rather than,rigidity in the. .
medical curriculum 1s certainly ‘increasingly common. ]
€ - .
¥ .

° Assessment of the impact of the changes 1in medical edu-

. \ cation on the quality of education and/or the guality of its ,
product,’ the physiciran, is far more difficult. The goals of
the changes, as stated before, were to increéase the numbers

somOf Dhysicians, increase te diversity of- physicians, and .

increafe the proportion of those willing and sble to provide :
first contact, as well as gonSinuing comprehensive care" for
patients, that is, primary physicians. In addition, however,

the medical educational process in its totality was aimed not

only toward tr:ﬁ?mlttlng a body of knoyledge and tra1q1ng‘for -
technical compefence but, more important, to encourage, by

© promoting the requirehents of individual responsibilaty and

self>directed learning, a lifelong commitment to scholarship, NV

- %nvolving "the qgag;nuing acquisition and craitical applica- '

tion of knowledge" (Stéward et al. 1976).

that all medical schools were the same, the variation among
the 117 medical schools today is enormoig. Although all -
appear committed to the same general goals, there is tremen-
- . dous variation in size of student body, size ahd quality of
‘faculty, adequacy of clinical resources, composition of the
patient base, stability of affilaations and quality of affi1l-
iated programs, and in finapcial support of the educational
program. - Since 1t‘§s lmposgﬁble to evaluate the strengths

° and weaknesses of each program and since 1t 1s too soon,’ even
1f appropriate instrunients were avairlable, to measure the -
effects- of the changes oh the practice of medicine and the
delivery of health services, one can, nevertheless, cite

.problems which are common to all schools.‘ ,

) - While a ma¥or qglﬁfcism of the poﬁi—?lexner period was

o

Programs, for example, with a hagh degree'of s€lectivaty
and multaple tracks in the educational process demand an
effective and sophistacated unselling system, as well as
- more and better faculty, rather than less. The support of

byomedical research in the 1950's and 1960's gengrated full-

tahe faculties of basic scientists and*clinical scientists -

who contributed significantly to teaching and to paQQEntﬂ

care. The support for medical education per se was never
N adequate. Today, the steadily decreasfing support of research ’
and research training has forced medical centers and faculty
to turn increasingly to direct patient care as a source of
support. Thus the general availabilaty of the numbers and
type of faculty needed to make the desire'd educational proc=

.

ess work 1s in seftbus question. -
) o ' RN A
' . . .
.
* A \ .
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Curricular changes have emphasized earlier clinical con- <
tact for students, greater attention to "relevance," and a
vertical rather than horizontal structure in gourses. . It has ) -
been emphasxzed th § clinical teaching moves down to then \- h
traditional preclln' al years, so must teaching of the scien- '
tific basis of medfcine move up to the’ clinical years of
medical school apgfl into the graduaté years. Medical educa— -
tion has been ed to become more akin to graduate education
in the humanitfes and sciences, to become truly a* unlverslty o .
education, and to provide opportunities for studen®s, to becdme-
educated in the many other disciplines--social sciences, eco- ) -
nomi¢s, computer technology, biomedical engineering, and soY .

forth--now recoynized as necessary and desirable for the . S
practice of medicine. And yet, many new schools have been S
established, which are separated from universities; schools | T?
have been established which have separated the basic sciences -X

from the cllnlcal sciences; and programs are conducted wheré ™ .
a high proportion of the teaching faculty have neither ée 2

time nor the basic skills to sustain the continuum of. medicat™ . 1
education, The steadily decreasxng support for the training }
of clinician-scientists promises to magnify the problem in ., |
the future. While the practlclng physician i1s a highly valued .
'member of the clinical faculty, contributing much that is :
*needed and that cannot be provided by the full-time academiry

" cian, the supeybly, qualified medical student of today, coming -
from outstanding higf schools and colleges, will not accept
teaching, particularly in the clinical and graduate years,
which 1s episodic, fragmented, .and not supported*by a firm °
scientific base. . :

v

. While an 1ncreasxng amount of undergraduate and graduate
education 1s’being conduéted in communlty hospitals, the
ability of such insgitutions to accommodate teaching programs
has varied widely and has created problems. The primary
mission of a community hospital Ys patien¥ care, not educa-
tion and research. Teaching” programs are costly and affect S o
the efficiency and the tradxtxons of the institutions and
of their medical staffs. Universities, by and large, have
not Yound it p0551ble t9 provide the teaching costs; the
institutions ‘have of ten resisted accepting full-time faculty;
there is frequently dissension over the conttrol of the edu-
cational programs;, and, most commonly, ther&%are different
perceptlons by the university faculty and the hospltal“
staff of the gqualifications for and oﬂllgatlons of faculty -_"
appointment. Community hospitals are much more interested in
graduate students (interns and residents) than undergraduates. &
Frequently, the residents are the praincipal teachers of the
medical studentsy bud if the teaching program for the resident
staff is 1nadequate, the system canpot function. ~ , .

Aruitoxt provided by Eic: .
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» While it is desirable that lncreasing'empha51s be placed
on ambulatory care during undergraduate and graduate tralnlng,
. the impact of an'educational program 1nserted into an ambula-
tory care setting can be substantial. Students‘are educatedg ° .
in ambulatory care settings, not just to learn "the common
* proolems " but to observe’ personalized, efficient, and low-
t1 cost’ care. While a qualified rek:dent can contribute to the
] quality of care, undergraduate teaching may adversely affect
the very elements tHe student 1s there to observe. Hére, too,
. the questions of Stafflng, teaching faculty, and teachlng 4
costs must be addressed 1f ambulatory settings age %o be . -
: ~effective teaching Units. These questions apply to cll(ics

Py

and to t?e offices of physicians..™ .

— MiIiis (l§7l) has emphasized that "research 1s never an :
. end in itself; _it §s a means to a variety of ends. The ends B )
to be served in med®cal school research are gigp%em solving,

--learning by medical teachers, learning by practicing physi-
+ cians, and learnlng by medical students." 1It.seenms necessary.,
;{lf the type of physician we desire is to be produced, that
“exposure to the philosophy, prlnclples, and conduct of re- ,
search  be an essential element in"medical education. If the
. educaxlonal environment 1S devoid of this element, as some”
R appear to be, the.life-long scholar.is not likely to emerge. g
- < .
A new probLem has recently become evident which poses a
serious threat to the continuum of medicals education and which
requires urgent, attentioh. Since 1973, as a result of pha51ng

. out of free-standing internships and termination of pro-
grams OMMpoor qguality, the total number of positions for the
\‘ first year-of graduate medical education (GME~?) has declined.
. In 1976 there were 15,112 GME-1 'positions avallable and 13,500

U.S. medical graduates. During the pext 4 years, the graduate
of U.S. medical schools will increase to 15,900 in 1980.

While' this 1s d serious problem for all graduates, 1t has
bécome obv;ous ‘that for the primary care specialties of medi-
cine, pedlatrlcs, and family practice ,_g4 shortage of hlgh
quality graduate programs existed this year. Agalxst almost
-all earlier predictigns, a 'shortage of graduate edugatlonal
.ogggxtunltles has devegloped, particularly in thgse dlsc1p11ne§
Jwhose graduates are most urgently needed. Thisg8ituation

. creates both challenges and opportunltles. There 1s an oppor-
tunity to create the numbers ‘and typés of programs that are
.needed and, hopefully, toc focus on their educational content o
and quallty at the outset. . . v v

-~

4
\

A serious problem contlnues to exist in the’ lack of - ‘ ’
readinegs of many medical schooLs, often the most distinguished .
and best established, to accept as full faculty, 1nd1v1duals -

~
.
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S with gutstanaing Sklllg ip‘glinical teaching and clinical -
: . practice.. Such Individuals whose talents and skills are .

urgently needed still have ﬁifficuléy&ip gaining full faculty‘g?
status, ‘promotion, and tenure. - -

. /
4 .
Other questloﬁ% arise. ,}éh:; arhirtrary’ timg crigerion

- for either bisic or graduate %&d atlon.in medicine 'still - .. -
appropriate? Is  a competency.cri erion feasible? For under-

. graduate medical Qucation, the answer ‘to the f*rst question o

- is obviously no, Zo long as it does not mean the substitu-

. . tion ¢f-an. arbitra 3~year curriculum for an arbitrary 4-year
curriculum as one mechanism for shortening the total time of -.
medical educatlon‘; Those now applying to, and being nccepted
in, medical schoolWare remarkably able as a group, and many

* individdals have qualifications justifying advanced placement

- and the granting of credit for, those courses in which com- -
- petency can be documented. A dlstinetiqn‘muék be smade, how- -

L4 ever, between shortening of the medical scho:é;iducq§loq as &, »
means of saving expense and time, and 2 shor ing because

- added time 15 not valuable or necessary for the subsequent L

career goal of the student. At Stanford University Medical

A School a curriculum was implemented 1n 1968 which is completely -

elective in terms, of course Eontent and sequence. The M.D.

degree requirements call for registration for a minimum of 11

quarters (33 months) but with-advanced placement may be as

little as 9 quarters. (Turtron is charged in accordance with

the number of quargers regigte;ed). Analysis of the g;gduat— ~

ing classes in the past 4-years indicates that 40 percent of

the students were enrolled foralg,quarters (36 months¥/or -

less, and could have graduated 1in this time. However, only s

1 percent chose to graduate irn less than 4 calendar years.

.+ Every indication 1¥fthat the students used the "extra" time

for valuable, relevant, and educational elective opportunities” D

[ The point-is that the cost of undergradué@e education
should not drive the student away from valuable educationak
. apportunltiésn The students at Stanford are required to pass !
. Parts I amd II of the National Board Examinations as a result .
&£ of the faculty decision ‘at the outset that in & totallyyelec-
tive curriculum the only way “in which the faculty “(and- &
public) can gain assurance of student overall competeng ,
4 - « by suceebsful pergormahce on a comprehensive externall re- '
~hared national exgminatdion. This, howevery pust be accompa-~
nied by faculty eValuation of clinical performance and suit-
- ability for practice on the basig of personal contact with the
t denps.' Recognizing the limitations of examinations, the
\" aculty has,~neyq;thel€§s, Qpen delighted by outstanding-
3 perfofmanbe of ‘the stgdents in a% elective curriculum.
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. In graduate medical educatlon (the resxdency) the problem
is more complex because we deal h e not only with a fund of
knowledge which is measurable, but' h such concepts as
experience, responsibility, judgment, confidence, ﬂatuxlty,

. and that el4ment which 1s most difficult to define but easy
to recognize, ‘the qualities-of a physician.' The rate at .,
which a res¥dent accumulates experience depends upon the num-
ber and types of patients, the clinical® setting, the number,
types, and quality of the, supervisory faculty, the closeness |
of observation, and ®any others. 1In these years of’cllnlcal\f
education, Whlch immediately precede independent practice,, .

. th2re has heen a definition,' 1n each cllnlgal discipline, of
the minimum amount of time presumed necessary to develop -
appropriate experience and ski:18) Gbviously this is arbi-

, trary gnd it is Llloglcal that the amount of time spent in a

strong graduate program should be the same as in a wgak one.

N Ifcreasingly, program diréctors are beVng requlred to testify
¢ to the readiness of a ¢candidate for admlsSLon to certifying
examlnatlons since thereyls.no cogfldence ;hat any examina- -

» “tions ean méasure the critical qualities of a physician. .

~ Such evaluatipns, if crltlcally and honestl]y performed, tend

to lengthen the period of tralnlng for weak candidates rather

than shortening the'mlnlmum,requlred time a1n graduate train-

ing pregrams¢ There is* a trerd, ‘at present, -to shorten some -

of the training programs ln'surgery, which have tradltlonally“‘

been the longest programsy probably unnecessarlly sO. For— , -

tunately, ain, .m¢ view, there 1s no tenﬁency,‘at present, to"
shorten tralnlng programs.;n the Primary care specialties .

o uned1c133 "pellratrics, and family pracﬁlce) sihee I beileve

~

that these require the broadést and most complex trainmmg. =
rather/than the most constricted~ AN
. ST S : y

Turnlng to the qpestlon of whether ohe domlnant instruc-
tional techniques are likely to assure efficient and effective
, initial learning, and to:.establish in dtugdents the Habit of .
., bpersonal responSLblllty fdr continued learnlng, I find it )
difficult to answer w1thout being repetltlous and I am not
sure what the domlnant instructional technlcues are. The®
usual reference to classical graduate edﬁcatlon in the human-
ities and scieénces as thelmodel for. lndlvldual responsibility
and self-directed learning is *applicable to medical education
only to a,degree. The graduate student has an identifiéd
,thesis advisor, his field of study is relatlvél? narrow, both
-studéﬁt and adviser have a gommon\fleld of spec1f1c 1nterest,
and theré is focus'on a specific ‘research program as a unify-
ing forcé Medical student education is far more complex and
4 far more'varlable, patticularly when select1v1ty and multgple
tracks aqe emphasized. One great difficulty.ln‘thls approach
has.been to iderrt2fy, 1n the medioal féculty, the analog of

-
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~ . - the ‘thesis aliviser. It seems clear that no, medlcal studgnt .
= will consider the library, the computer, termlnal, or the .

self -assessment examination, as sufficient, and that tge-need
for 'student* faculty interaction 1is deeply felt. One hopes -
that it is no longer necessary to state that a lecture which
. simply transmlts readily available knowledge is a waste of
#ﬁgﬂﬁtlme.. Before d1sm1ss1ng lectures out of hand, 1t is neces-
sary to define lectures about what and by whom. A lecture . .
, designed to consolldate a broad;aﬁd complex body of informa-
" tion, given by an 1ndividual nho can direct student attention
- *to the critical and fundamental principles to be found there- .
in, and wno can dp so with clarity of thought and precision
- of danguage, is a very edciting event indeed? 4

H
~

\
. e

i
In the clinical years, undergraduate and gradutte, the -
dominant technique will continue to be, as I believe it
‘should, direct contact with the éatlent and:a great amount A}
of independent study about the patient. The effectaveness
of this educatianal experience, as indicated before will °
depend upon the patient base, the type and qd!llty of the
' clinical setting,, the fumbers, types, and ‘quality of the
\ ' teaching faculty, and tha&ir time availability for teaching.
Student and faculty interaction 1s perceived‘as cr1t1cal by
the students, and the most commonly expressed need by, stu-
dentg in the clxnlcal years 1s fOr more teaching and a greater
¢ oppoi}unlty<to present their views to a faculty 'member. 3
I ’ 2 A
Concerning the.gquestion of whether the evaluatlon prac-
ot s presently,employed are those which will provide suitable
C dAta upon ich to base judgment about profession&l competence,
one must szgarate the fund of knowledge, technical skills,- and,
\\\ - most difficult of all, the "qualities of the physician."” ?ne
. introduction of innovative curr1cula and the emphasis on
selectivity and xndependent study require eyaluatlon tnstru- ,
ments to assure the faculty that 1ts educational goals are o
be»ng ‘achieved and to assure the students that their progress
b 1s appropriate. I am concerned that in many institutions the Y
‘ attention to evaluat1oct -has lmposed upon the students a return
* to the era’ of too many examlnamlons, albeit “"learning exami-
. nations, not for credltﬂ'—I,am also concerned about unneces- =,
- sary duplication of effort and wasteful expenditures of time
apd money 1f each institution develops a large number of
evaluation 1nstruments whith are only loc¢ally significant. I ;s
/ ¢ bélieve that greatér use of high, quallty evaluatLQn inktru- - ",
{», mehts developed on a national scale and shared by medical i
'} schools is more «i1kely to be e?xent and effgct.we. Much Ly
. nheeds to be_done'to 1dentify the critical elements to be ' -
') [ evaluated, in the direct obsérvation of ,students 1n the ollnxcal 3 i
3 - arena and to arrive- at a creater degree of standardlzatlon on-r. ’
y
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87 ¥ * 7. cannot afford any weak medical schooks. If -

I DS ' school téachers with obsolete knowledge and .

] 1\ K
in this lmportant segment of evaluatrbn. ¢ I believe flrmly
“4n national standards for evaluation of professional compe-
tence, since physicians are highly mobile and existing

licensing procedures permlt great latitude 1in professional >
act1v1ty o . e,
I might state that I have been, and contlﬁue to be,‘- -

impressed with the quality and profeéssionalism of the exam- -
ination proceduxes of the National Board of Medical Examiners -
. and that I believe that many of the specialty bpard, often
working with the NBME, have made much more progress in using
modern evaluation processes and technlques than they have
BN been given credit for. : .

~ . .

L I$ there a need for EStabllsblng systema tic faculty
development programs which address specific lly the profes-
- -sxonal knowledge and skllls of educationy” .

I am much more concerned with a s
assure the development of the new and different.types of <
faculty who are urgently needed now and who will be needeﬂ ‘
in greater numbers in the future. One® world hope that the*
development of such faculty would 1nclude the knowledge and
skllls of education. It certainly seems-both necessary and
de lrable that each major -component 1in ’'the educatidnal con-
tinuum should have an identifiable group of facalty and staff
charged ‘with the responsibility of educating the faculty as
& whole about Principles and skills in education as they |
relate to the faculty members.’ teaching Eoles,rand also to |
bring to 'the institution newly developed techniques for -
improving the efflczency and quality of the education. Here, -
+ too, avoxdance of dupllcatlon and sharin§ of knowledge and
. kesources amongflnstltutlons and organizations i§.desirable
As a fin¥l comment oﬂ‘the éral subject of the probl
‘of pxograms,‘l would like' to submit the followlng guotation
. ffom the Millis yeport:
”fjf' ‘ -~ . &,5;‘

. » . -

.
AN

-. . - the 1ilmportant pq*nf'ls4that the  nation .
. “ "pract1c1ng physicrans with obsolete knowledge
, and Sklll aré a threat to ‘the quallty of = s .
4 - * medical care for Anerlcan c1€}zens, medlcal Py

,skill’ wAIl produce a whoie genera®ion of i ’ c \
' ; . phy51c1ans trained for medical care at the? - % e
~ level 'of 2 past age. "We mist put a floor . :
¥ ) under each medical schqol to assure a‘minimum v
quallty of mechal educatlon The alternative .
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s, .Ts" to continue ‘the prgsent widendng gap
4ss .. between the “"have™ dnd the "have—noti""schools
"\ " and to be faged with an unacceptably wade,
\ »gap in the quality of the?‘r graduates.
(Millas 1971) ~ .
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THE PROBLEM %} PROGRAM )

h T, ' .

Robert A. Chase; M.D.- ' .

-~
.

¥ . L 3
Are we in need of extensive+-one might say revolution-
ary-~revisions 1in our’pfograms for medical education? - If
not, is 1t because thanges in the recent past have accom-
plished essentially what they Were intended to effect? If
so, is it because recent changes have done nothing, or.even
caused harm? Do we have the answers for any of theselques—
tions? If not, mlght we obtaln them? Each ‘qlestion proYypkes
another,, whether or not it 1s answered, just as each bit of
progress 1in our search for the way the human organism fanc- .
tions opens a door into new, vast, "and complicated areas.
find myself focusing on the theme that if we only had the
means to .evaluate accurately and reliably what we are doing
(or trying to d6), including the end product of that process,
bur troubles would be fewer. In‘fact, there would prdbably
be no need,for this symposium. But we.are here, We do flot
have. the answers; so we must. continue to dlscuss and, ~
hopefully, make a little prbgress.
4 ’
I hope you will pardon a brief referenc;\tg a summary
‘of recent activities. Within the past geheration, develop-
men€s in the area of curriculum design and medirfication hive
included several significant aspects. Offaces, departments,
céﬁters, or other resourcese for research and dévelopment in
education are now recognized in close to 70 percent of our
medical schools.

I

[4
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Moreover, 1n_ré$ponse GB such tlmull as’ student unrest,
facufty vision (or disillusionment),
interest §roups, _angd

have been extens;ve.

spe
Federal pressures,
These have tended

cial *or specxaIty)
curricular revisions
to incorporate one

or morekﬁeatures, among which are lntegrated instruction;
earlier clinicalscontact with or withoutf correlatlon with

. basi¢ sciences® a general reduction in exposure to both basic- -

and gl;néési disciplines required of al
w1th¢ut a corrédsponding increase in'n
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- elective opportunities (without shortening total ‘time and ! l
without shortening minimal exposure required); revision in
m,the grading and/or rankifng systems; a host of instructional /

innovations, incorporating such things as use of instruments
for self-instruction and computer.s; and increased incorpor
ration into formal programs of satellite cllm.cal settings--
preceptorshlps%‘ outlying hospitals and” klinics, foreign
ass:.gnments (AAMC Curriculum Directory 1975- 1976)

t 4

Many of these arﬁ other changes have been 1nt¥oduced

A}
to evercome what undoubtedly was a serious defect or weakness
in the past, namely* ‘the absence ‘of alter atives to meet
dlfferent situations. .
, 1 \ - 9 - .
" . Let me offer a few strictly personal observations, some ¢
of which ar&based upon firm data, while others are®prabably
not. Interestlrgly, in the Perlod 1970-1975, 66 schopls
P reported major- chahges” (Cunnane, 1n press) Some oft these .
may be seen in Table 1. * < e , - . =
‘ :
TABLE 1. thjor Changes in Schools During 1970-75 ° -,
- . “ne”
2 Schools‘
rw d_aa.r_g ( , Tame Decreased ““’f‘une Increased .
B - s N ", L.
1. Time allotted for Ta , . ! _
, sic sqiences 8 g ) S
- - w . - -
T 2, ‘Time allotted for . . . v
L e'leg.t.wes . 10 . 17 -
. /:* 3. Time allotted for <3 . :
b Anterdisci l'nar)( courses 8 10
1Y h i} . < pPli. . - o .
. A

*

. Perhaps this era is beglnm.ng to level out with a desirable
{or undesirable,.but 1n any case 1nev1table) dev:.atlon toward
the mean. --

-

i‘ while there was, until fairly recently, a tendency ._@,_,@#' :

toward shortening the mimmal time requirement for the M.D. .
degree,\part of this action may } “have been of qu stionable ) i

(o - 7 value, 1if nz?.t dowrfrlght 1rrat10nal or harmful. here 1s a

§ . paradox 1irg the belief that one, dould dlrect attention to a oo

!

¢

S e

,\rapldly expandlng (in’fact, exp}.odlng) volume of knowledge,

skz.lls, andl other 1ingredients £h a'dlmlmshed period of time * © . -
. unl’ss 1). lme attributes necessary to do the job were reced-
- .Lng, 2) The' students wese-gatting better or‘ more knowledge EN
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a . ‘
dn entry, or 3} We could get aloné just ‘as well with a prod-
uct of lower quality in terms of RQasac knowledgee Unfor-
tupately, in trying,to shortep th ﬁ&ocess by locating and
P eliminating what some Thought .were redunddncies, we may have
been squeezing out what was left of the students' opportunity
for contemplative thinking and self-development--an essential
ingredient of-"any educational program. : .

Anothet question comes to mind. Were many of these
changes+-some at least, and perhaps too magy were~--1intro-
duced to fgspond to sitpations that would not endure? For
example, was the .ghor tened curriculum designed to stimulate
an increase in the number of applicants when somes schools
were approaching the bottom of the barrel for applicants?
Was the wave of student activism, which subsequently daimin-
ished, an overrated stimulus?

. Could: some of Lhe changes have been based upon or sup- .
ported by reports 8f experiences that were poorly controlled
or reflected sifuations 1inaeducational popu}atxons-other
than those representative of medical students?

* .
- . , Perhaps too few curricular innovations were subjected

/ &b an’ appropriate form of eggluation to inditate objectively
h!

a§ was'xn;en@ed. Of..course, this would entail human e*peri—
mentation--a delicate matter at best. 1Is this because no
- appropriate. fox:‘gs of such e&{mtion were available? &
b »
Enough of at.. My main theme 1s to glangé at the pro—'
gram ‘we might sfek--aall 1t currieulum, 1f you will--thenr
move rapidly into oné€ unporﬁan€ feature of that epterprise

-

. which 1s evaluation of both process and product. /
Lo e - : ,
", An ideal cugriculum must offer an incentive to excel,

' must motxvate the student to learn and develop relevant skills,
and must arrange for.a fertile environment in which student
. “'and teacher may discharge both incentive and motivatién with
' minimum interference. ?p one céhr}ogically disagree with
that Imother-love and sin” expression. But when we take
students ¢ differing ability and background whQ are headihg *
for a variety of goals in differing settings, each requiring «e

+  a wiigue set of appropriate skalls, weé run into problens. CL
Add to those *the- varidty 9f resources, both material and f
. humari, available to a given school, and the situation is '

- hoWeéerf there 4s strong ,support for the desirgmility of one
» important ingredient of éqépnt curricular changéd, ynamely.,;

© flexibility. Flexibility is represented by both, the optiOns’4
. . ,, *.

further compllczﬁed. Qéspite all these potential disclaimets,, -

sthe degree to which change duced harm’or supported good, < -
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s degrees in diffgrent schools.
N
E: o i added the lncenie to maintain within the overall structure

.

) blend w1th v1011ns arnd piccolos; fortunat@,{
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avallable ln ‘a‘given school and those emphasrzed t%varying .
However, to thjis®goal must be *

of med.xcal €ducation enough rigidity to supply ,the skeleton

nedessary to keep it from collapsing, both 1nd1v1dualﬂ:y and .
na-tlonally, <4 . ) s

< o -
Py . .

{Now to come to what I consider not only an important,
but an essentlal, lngredlent ofgaprogram and Furriculum, that
is, the matter. gf evaluation. As I suggested at the beginning) o

_J.f-we had available a completely valid and reliable measure

of -either the process orze product of a program in all its-
dimensions’e the job of ddsigning that program effectively,
would be made eadier. Lacking that lnstxument or -technigue,
we must try to develop one. Wh,at Qo we' .want? What do we now
'hav,§'> How can * select and properly i use what.is_available

as e search £ something better> °These questm?f;. posé a
final s,ém'.es o} points, I wg@ld like to discusss: } c .

First, just Jike a gpod currldujum that rouses the ., .
incentive of a student and motlvates,hlm or hér to excel), 4. ‘
gécd evaluation msftru nt must s:LmJ.lar1y challenge the stu- “
‘dent to both exhibit His or _Her best, performance and to

incorporate whatever is availlable to improve that, performance.
What may be a pérfectly adequate licensure or’ permrt instru-

ment th&t, prima&rily and properly, lncérporates a minimum \{ '_"‘/

standard to deéfend the puhlic agaipé€ gross :anompetence, “

would not het this criterion. ~ . ) . °.
. . . A
~ ,ﬁ - -

Seeond, an evaluation exp r1ence can. and should be .a
lea¥rning experrence— It can an should educate wherever™,
possible, lncludlng more than ,mental cai st.hém.cs‘alone.

’I‘hu‘& currently agai.
programs have ‘deficiencies.

leﬁ%n&uonally based e\gal‘uatlon
example, they do not ‘measure -

-relitbly all tHe 'Jttributed £ that one degx:ee o another are 4
essential fea‘tures of the pi go6d J!Sarogranﬁ Here, -
*two e€lements mu&t be kept ing .Th& first 1s' that one . ) e

‘does not discar éqmethlng t}hat ,does one
becaus{ it does n¢t do everything well.
the v1011ns out’ qf an orchestrq because th
percusslon, or the piccolo because. it ‘cannot op
-bass range). One shoul8 not discard ex ations
cognitive attrlbutes }ghere 1s nothrng rnaf;:prepr,lat about a "

high level of Gseful owledge) ‘simply bedfiuse they ynot, of ¢
themselves, directly measure integkity,. Ve):bal comgfun )
skills, and a host of other factors. Thé: s',a\c’.’ond pol
that, fortunately for music, we do Nawve dt}:ms ,and' &

qell slmply.
e dées not throw .
not offer *7° ‘ .
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there are means to attempt evaluation of such thlngs as
pxoblemsolv1ng skllls and 1nterpersonal skllls, although

‘they are not presently validated for use on'a national scale,

& and they still need much 1mprovement to make them effective

in evaluatidbn of small groups, or “even an 1nd1v1dual. At
present, faculties must supply the latter by observatlon,
checklist, behavior records, and(audlts. At the s:ge time,,’
faculty yepresentatlves and other professionals' mu straive,
individually and in cooperation with groups including natjonal
agencies, toward better and more broadfy applicable methods
'through research and development. Another def1c1ency ‘in many
currently avallable instruments. }s that they are not available
for release to schools and thear students for postexamination
study (as edmcational tools 1if thHemselves). Review of an
exgmination and discusSsion off 1ts challenges can be -an impor-
tght feature of education, afid national examinations, if they

are to continue, must be re?;f::\to.permlt this use.

'?ourth-—af&er my ideas abeut program evaluatu*i-ls the
obsérvatlon ‘that ‘we continue to seek to define the good phys1—
cian., Until we have an accurate, reliable, valid; and

reproducible brofile of thpt person, how can we correlate what _

we do _have with that dedirable end result?. He%te again, ‘we -
need more accurate criteria upon which to base our measure of
those who emerge from the programs on trial. ™Core’ was once
the same of the game 1n new currlCula, and "relevance™ has had
LFS run of popularlty. The first term has almost disappeared;
the second .has declined.
for competence,” and one seeks effective competency-basei\
instruments, with good reason. Competence gertainly doe

.Today, the popular. theme is “criteraia

.

incorporate attention to every conceivable attribute==ystention ——

of the positive.or good, and absence of the negative or bad.
nA’fé‘competenc))--based criterra 1dent1f1ed'>
lea'st..to a degree. Can we now define the good physician
3cco .%ng to these criteria? Probably not'yet but hopefully
sdbon. Can we apply these definitions,that are emerging to
the entity. we are trying to evalyate? No but there is, real
hope. for the futire, and perhaps we can brlng that future.
.closexr if we can combine our resources for résearch and ‘devel-
pment at schools, regipns, and national agencles, and get on
with the job. As a starter, we' have already come a long way
toward defining competency through strategies that are derlved
from subjective assumptlons--the "conSensus of experts, " as .
well as’of other more objectiv® evaluators. .

D . ' » . '

An essential ingredient 1in the process is to clarify the
generlc nature of the physician's role in modern soc1ety.
Only then can we answer the guestion, what are we training
ph{i:claps to do’ In my v1ew the physftlan s prlmary role

v LY -
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must be care for the sick and the broad lmpllcatlons of that :
assignment. Yet, the physician simply cannot be responSLble
for overall healfh-encompassing socdal habits, the environment,
- . and every potential threat to mentar\s:ihphysical‘health.

- . Physxclans are specialists by defmgétion who, to cope ~

- wlth the proliferation of relevant scie fic knowledge alone,
are further specializing within their major curing roles.
While demaining aware ©f all important influences on health, .
4hey must contribute by doing what they uniquely do and do
best. This is not to say that physlc;/ps should not play an
increasing role in decisiofis pertrnent” to setting societal*
goals, but they cannot be held primaﬁtly responsible for "them.

Obviously, phy51c1ans roles have changed w1th the ad-
vent of new organlzatlonal patterns for delivery of care. A ’ '
modern View of4 "what we are educating physy?lans for" necessi- ’
tates a careful examination of what physicidns do or should
do in both traditional settings ahd the newer practice modes
where a team approach to patient needs is organlzei Intégra-
tion of a variety of services by multiple providers working
with patients and in their' interests relieves patients of *
P having to do every%hxng themselves. Educational objectives .

' in medicine must take such advances into consideration. Pro-
viders must be involved in developing objectives and in helping .
to provide autbéntlc practical experlences for students.

The questlon of whether or not U.S. medical education in
its entlrety is educating to meet the nation's needs®is diffi- - ¢
cult to answer. _The push to increase/ the number (o6r percentage)
of praimary care physicians has generated a response, but .

. hether our educational institutions under threat and/or
xhcentlve are responsible for the visible change in the number
s of students opting for primary care training.is ard to say.
- Whose respgn51bllxty 1t will be to sustain phygicians'’ inter-
est in primary care remains to be seen.
: : . :
) In any event, physicians' credentials to be measured must
¢ be based upon information from many sources, lncludlng the
yéﬁucatlonal program, judgments,of peers’ and preceptors, and
L dlsplayed performance in all areas. Testing orga\lzatlons like '
*the National Board of Medigcal Examlners have two serious’
obligations~-to assufe that test 1nstruments are as valid and

@ reliable as’ posstle for use in meaSurlng ose components of
’ c tence subjelt to objective assessment,)and to aggressively, )
. develop the varfﬂus methods needed to eyajujte objectively the /
tency components naw beyond our reach.’ Meanwhile, we must -
not make the mistake of-assumxng we have available somethang 1
that is Stlll in, the early sté@es of development L ] s R
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Finally, evaluation,of teaching and’teachers is as.im- .
pprtant as evaluation of the program’and the product, This |
may be attempted 1in’many ways, through peer reviey, student -
I opinion surveys, .student perforﬁance on internal examinataons,_ )
student performance on natjonal examinations, and publications o

on educational stré&égy. Gessn (197%) .and Rodin and Rodin .
L&gl%; have indicated that one ginnét unive %y Jput faith . -
in a of these’ measures since, at least i ated instances, °
correlation among them is not necessarily br eyen posi- L
tive. The need for»lntensified i1nvegtigatio n this important .
area is rather obvious, particularly if one sdbscg;bes, as I-
s+, ° do, to the neeqd to recognize’ and reward good teachers. These
are teachers who stimulate students, give them inceptives to -
. learn, and motjvate them to excel. These teachers enhance
7curlos§ty in meaningful and appropriate directions. They
) inspire a thirst for know}edge, for answers to questions, pnd
s even the ability to stimulate the student to formulate inde- a
pendently the questions that negi’tg'be sanswered. -

. - s . '
w .Our offices and departments Sfireseargh and ,devalopment
’ c in education are doing much, and possibly can dﬁjmucp mor® to
.generate the means for measuring efﬁectlveness of teacfers and
eroding myths, if such g}iﬁtn i , . . s
- - . - . . e 5 . = . -
In summaty, if «e can summarige a collection of xatger
S loosely related points, I might stadte tHat, in ghi§.?omplicated
and churning milieu we call medical education, we must not lose .
sight of those rather lofty and edsenti®l ingredients of pro- .
LS S grams that_lead to what may be calfed a learning as well as a L
.learned profession, one thag -is properly and effectively moti- . w
+  vaked toward an understanding.of how the ‘fman organisn i :
functions; what makes it dysfunction; how to prevent, reverse, ,
or even-tolerate‘such dysfunction; and how to keep from becom- .
.ing chaotic the subdivision of .these matters, aff well as to
- ttgnsform them into endless stimuli f9r learning and competency._
In.conclusion, we must continug thersearch for incredsingly
better ways to evaluate the progress and ptoduct of this v
system. . ‘o . ) e, 0 -
- - e
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L . THE PROBLEM OF PROGRAH * * f . |
) “: T pavid D. Henry, Ph.D. "
’ . v T
v ! As a general unlver51ty administrator or even a student .

of higher education broadly observed, I have some dlffltulty .

Y in determining \yhat commentaxy may be considered common ground

. for the audlen;}. partlczpan-s, and planners of this ;ymp051um.
I am mindful of/the ‘experts who are here--on the problems of
programs in medical schools--as reflected in the éxpértise of °

- ‘in hlgher education, -

<

My difficulty in determining relevant react'
ﬂ!pounded by the insistence of the -program. planners; that”&he
participants* hold to the outline of main guestions as pre- "
*sented in the preconference materialg. This is a tight rein
4 on wandering commentators from different backgrounds, but ° .
- obviously a useful device if focus is to be confined to ~
' 1 selected 1ssues. I probably will perform most usefully if I
bring to those issues the questions that have come to my miond
as I haVe considered the preconferepce material.
. Foremost, I w15h to sound a cfltlcal hote. It seems to®
‘g that the program focuses on the medical school in 1splation
' from the remalnder of the unlverSLty and upon the pxepatration
of. practltloners *in 1solation from other roles to be fulfilled
by graduates of meédical schools. 1In the same vein, I miss
consideration® of' the medical profess;on in relé¢1onsh1p to
other professions and to social expectations. I recognlze
. that the broader dimensians indexed by this comment probably
could not be profitably examined in today's conference, but I
+'  trust that I “shall not be out of drder if the thrust_ of my
.remarks extends from my concesn with some topics that have
» Been either understated or omitted from the preliminary
B . analySLS of 1ssues and problems as related to medical school .
. ) programs.
g N R . . . ‘
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To stay within bounds, however, I shall classify my -
\ ° comments under the gquestions that have been set down for oux,
: guidance, the first of which asks; “1s the present organxza-
" . tion and content of medical education suited to the prepara- ,
tlon of graduates who will meet the most pressxng health
‘_; service needs of our society? * ~

P .

It seems to me that.answers to this question w1ll be °*
dependent upon a definition of "the most pres51ng health '
service needs of our socrety '

. ©
i For example, the growing lnvolvement of government, at
frcal, state, and national levels, an financing patient care
and medical edubatlon, and 1n regulatory responsxbllltles,
requires a continuang enlargement of the number of graduates
whQ will be employed as administrators 1n carryrng out -
- government functions. We may deplore the trend toward greater
. government 1nvolvement in medical affairs, but the present 5\
prlqr;ty for increased medical service establlshed by public :
demand has“great significance for educational pianners. Edu-
° , cational ‘institutions mhst face the issues and questiéns
.about Improved preparation of people for the tasks that are
now‘left Targely to inservice.experience, to drapouts from -
- medical prgctice, @nd to laymen with limited backgrounds in
the™ tasks that they are called upon to perform. .

’

have data‘at Hand-to describe the extent, of
certirfied doctors of medigrne 1in these posi-*
dministration, but certainly the questlon as. -

4 I do no
the employmg
tions of public

- , . - ~
I know £h t- conventiongl wlsdom sugyests that nonprac-

" ticing doctors are not the concern ofimedical educatlon, but
I believe that this laisgez faire attitude does not augur ,
well for the future of medlcal pract;ce n* thls-country;—or
fot the appropriate place of fiedical educatlon in anfluencing '
the organizatron ard administration 3f faalth care. .

2 ~
. .
~ - A - »

f 3 I am not suggestlng that medical adm1n1stratlon be made
‘a significant part o} the unﬁergraduate or-postgraduate pro-
gram or indged that there 1s room fn the curricula for any s
formal edudation for preparatibn.for nopmedical positions. I o+
amrsuggestlng, however ¢ that the Sub]e t'is one. that should

* concern medrcal edlcators more than is readily appar®nt and
that the problems, questanS, and inplications by analyzed

rather than bypassed. . . [

. Second I bel}eve that we should also face up 1in cur;1cu—
L lum des1gn, both in organhization and content, to the personnel

-

- . - , ]
.

-~ ‘-
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requirements for academic medicine and fdr those who would
- ' choose research dareers. It seems to me that an anq%ybig of
... 7, the place of graduate education in the medical Cdrriculim
should have ¥ignificant attention.’ Under the present sSystem,
«» " 'the Ph.D. in academic medicine without an M.D. is often
penalized in the reward system and perhaps in the status
. system. - Is this differentiation based upon a belref that
medical education.as noy constituted.is a necessary component
= of graduate education? 1f so, 1s there research support fer
Shis as§umption? The ;gversé of this question is a%?o rele-
Vant. To what extent 1s thg tesearcher brought*into intimatg
anderstanding of the problems of the -practicing’ physician and
into-empathy wifh that doctor? Is the tension that exists .
between practitioners agd academic pergonnel, both the
teachers and researchers, helpful or'd&éstructive? If the *
latter, how can the situation be ameliorated? ’
. . B . Y . .
*Perhaps the most. important elemert in defining an answer :
to the question of suitabiliix of prganizagion and content of
. medical education is with the response’of graduates. The
best authorities/on the que§flon should be the alumni, °*Ob-
»s 1 ' viously, the aldmni audiefce wil¥Y’vary 1in reactions'iécoralng "
to age,ldpgreé of success, persondl adjustment, nature of
\ work, and othér variables. Nonetheless, it seems to me that

o

&

we should not be ds dependent as we are for an estimate of .

graduates' opinions upon the informal observations of faculty
. members, editors, and cofrider commentary-at medical meetings.
A method for continuing, systematac, and comprehensive evalu- °
) ation by graduates should be established. '

Obylduély, answers to the components of the first
¢ question will vary. If a single focus is wmpossible, would
multiple emphases proguce chaos or even straiged resources?
Perhagg the most we can ask for ‘is an approach to the sub- //
divisions of the opening questiop-with a commitment to a
flexibility that would take info account the needs, of .indi- —
viduals, the areas of gmp;qyment, and some broader base for

continuing évaluation. - p .

!

e 3

y) .

: 5. B

in any event, "I think we must be qleaf‘fhat we are talk-,
ing dbout multiplé outcomes of medical education, not a single
unifprm pattern. Further, we should acknowledge™ thdt in
8#éfining "health service needs for a society" we ase.today
talking only about medical education, not the.health service

- needs as related to paramedical personnel and to allied pno-
fessions. The latter topics would introducg,substance far
beyond our capability to assimilate 1n one meeting, but omit-
ting tkem should not be 1nterpreted as ‘downgrading th%ir
place 1n meeting health service needs. . \ .

[
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- still approprlate° Should there be mare or should there be

N 91 ' °

’
."1
+~ The second question before us asks whether an arbltrary
time criterion for either pasic or qraduate education in
medicine®is still appropiliate, whether a competency crltquon
is feasible. ; N -~
(3 N A

. As before, it seems to me that theré‘are prior questions.
The time ¢riterion should be -an outicome of program reguire-
ments, not the reverse. The question then really should be:
Are the present substantive requlrements “for medichl education

less?

“ .
. ’

. .,

Hete the recent experience in c0n51der1ng a shortened
time for baccalaureate education,’ commonly, reférred 'to as the
3-year degrée, may be relevant. In many cases, the 1n1t1al
question for liberal arts and science curricula, as well as
for some undergraduatg professional fields, has invited an
emphasis upon the time requirement rather than upon the sub-
stancé. To me, this, approach seems to miss the central’ point.
In‘a tlme -shortened- perlod to oBtain a degree, if one merely
compresses into 3 years wgat formerly was spread out through
4, as far as subject matter is copcerned, SOmé time may be °
saved for some students, but soma benefits that come ®rom more
prolonged study in depth or scope may be lost. The fundamental
qhestlon should be: What knowledge 1s essential to bring a
student to the threshold of capability for dealing with the .
next level of educatlonal exper1ence° In medicine, the same,
question mr'ght be applied.to clinical lnstructlon——whether
horizontal or vertircal, ir curriculum organization. Answerlng
this questlon real rgqulres restructurlng of the curriculum
to meet an educatloﬁal purpose rather than organLZLng the

calendar to meet a ‘time reguirement. . a .
1

L4

The experience in England with the open unlverSLty has

been based upon con51deratlon of determining what knowledge .

is essential to reach tha 'level of educational achievement
reflected in the hacgalaureate degfee. T~

. ObVlQuSly, i'n today's world, with knowledge 1ncrea51ng.
at an almost incomprehensiple pace, one can aptly say'that 4
years is not enough for an undergraduate to acquire- all -the
‘knowledge that might be expegtd from one's college experlence.
1f 4 Vears were adequate 1n 1920, perhaps 8 years ‘sbould be
.required now, or 10, or 12. .The latter is clearly not: fgasible
from any point- of view. .The approach to the guestion, there-.

re, requires a-new look at the traditional curriculum.

f - -

eIt has been unfortunate, 1n my view, that ih this .

country the question of thF tlﬁ@kshortened degree has been * .

v a . -

L

—_ 4 . . "
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agEroéched from the point of View of time rather *than from
,as ing the question §uggested| above. Most 'advertigad programs
with time-shortened degree ca endars are compresséd 4-year”
programs, with summer sessibn$, or advanced s’E’apding, or sub=

. Jject matter examihation equivalents from acceptable independént-

study, T i .

- LI ! T ~‘~\ '\."

. . A ¥
The opepruniversity degtee in England, so much admired
and so little understoo'd‘,'has been “based upon the reworking of
the subject matter from beginning to end, with 1Tidependeht
studzy and counseling, seminar methods, and otHer insttructional
and organizational devices ‘added. The matéri_a‘ls produwced , * -
refle;t an entirely new ofganilzation and"@efinftion of 'rnstru‘c-

_tiona}} materials. { N ® -
L L N ’ A L . »
It seems to me then that] the time criterion’ is irrele-
want., What constitutes the eslsential eleménts of insstruc\tional
i material fAr basig ‘undergrafivaie education? Perhaps the ‘time
reguired for that experience is 1 year, 2 year?s. or mQre- or,
€ss. Ip' any eventé I beljeve| that the &uest_:ion 9£g’ht@ to be
approached in this manner. ! . ey v
.\. .. NG .

’ .
s I wodld approach. graduat ,educat-ioq in, t_ﬁe samé way. “In*
present practice, diversity is'jaccepted. The divergencies
among departm\gnts, insofar as fime is concerned, within a
.‘singI_L.eguniversiaty are great. ese differences also exist ™
.among universitie¥. In the humanities, .[for examplé, the years:s
requﬁed tg meet the Su.bject\na ter require;nents and" thg -
research expectation are much lhngef, than in the basis .
sciences. One can also find sygh djfferences ‘among institu-
“tions. «gjn short, there is a fléxibility ih]graduate ‘education
today-that is not haracteristid¢ of undergradtate education.
w2h. .’I:hi\s is not '—sayt,i'\ﬂc;wev_er, ‘thdat there are.not, ex;essive time ,
& r.igid#tieé at the departmehfal evel; but, they@uqully are not
, broadly institutionalized. The rogressiye.department at the
* )} graduate leVel locks at the qiesiion of what knowledge is most. _
2 valuable .j;y terms of expectation efor“a"‘dé.ctoxate. -

.

¥ - ° . .
aﬁ' The guestion of the feagibllity of a-competency c}':itdrj.oh_
also raises a praor concern. Ong myst ask, competency for *
what--~t6 demonstrate a.masltery of| knowledgé in cegptain sub-’
jects or to demonstrate a capabilhty for applyingﬁknow}red'ge ‘in
¥ way that 1s relevant to problemgdlving in a profession? Or
even, competendy for both’ mastéry"‘and ca‘pab‘iii‘gy of applicar
ion adefuate for ndertaking clinical t_rainir'tg or advanced,
training? ’Compete?\'cy fof what, mudt be detérmihed befor,é a
competéncy criterion can bé cdnsidered ‘atyall. -

A . . , .o : :
K Another question: Are?the e minangﬁ’hst—ruetional tech~
niﬁues likely to ensure efficient, ) effective initigl learning

- h -

°
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ALY
"and to establlsh in students the habit of personal responsi-
bility for contlnhed learning?s =~ =

»

I assuﬁe that the dominant instructional teChniques -~
would include lecture) d1s¢uss1on, and: the use of teaghing -
devicas that enhance 1independent study, such as programpmed -
learning, ttlevision, f1lms, field experience, and a variety
of visual aids. It lS not likely. hoYever, that techniques
alone Mlll ensure efflclent Aand effegtlve initiad learning.’

The teacher is at the heart of the process. ‘'If the lecture

is pedestrlan, i1nadequate in verbal communication,-confined
chiefly to informatifon giving that could be gained more intex- -
estlngly from books and other sources, the iecturer may be
faulted On the other hand{ if: the lecturer is an interpret-
‘er, glfted in applying knowledge to problemsokv1hg and %1in

. relatlng knowledge to the level of ‘student understandlng and
experience, 1t 1s the teacher who must be appralsed, not the
lecture technifue itself. Slmxlarly, group discussion may ° .
become nothing more than. questlons and answers in a reeltatlon
environment. An° effectxve discussion leader, however, .can
stimulate a coPtlnulty of group, thlnkfhg and 1incite part1c1—
pation that 1s|stimulatang to the entire membership. ! Sagpilarly,
there 1S no 1c in-the mechanlcal ‘or electronic devices-. The
magmc is 1n the mind, sp1r1t and ar&istry of the lnstructor.

- N ' -
= - Tn considering the thlrd question, then, 1t seems to me
that the answer lies not with an’ eValuat16n of technlques so*
much as of the quality of instruction. How can quality be
\encouraged how ldentlfled 1n the redruitment of new faculty,

-+ and* how may the tools for effective teaching be made availdble
to those who are grfted in their use? The respansibility here
lies with the'récrultment and app01ntment process as muth as
it does with technlques T, e . . .

L] - )

The capﬂélty for establlshlng %n students sthe habrt of

personal responSLblllty for contlnulng learnlng also goes to

-

N

.o the teacher rather than to technlque. Howadger, the pyedispo-

sition for taking rebpenspbility for contlnued’learnlng goes

« %0 the admissiong committee. Stuaents‘must be motivated 1f
they are to be subjects fotr contlnued learning."Intellectual
cur;osity, peress1onal ambltlon, and purposefulhess are ele-
men€s ‘in the}r motlvd%lon; Students must be w1lllng to be

» assisted in taking responsibility for continued learning. ., »
_The reluctant student or the student uninterested 1in learning,
except‘for purpos unrelated to professional ualues and out-
‘comed, cannot be affected by the most inspiting of teachers
or by the domlnapt lhsttuctlona\ techniques. I believe that
student selection and faculty recruitmerit 3re the m#in centers
for attention in deallng with th1s question of ingtructional
technlﬁues.

Iy

-
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‘. . Too, there are factors in the education of{studenﬁs .
“that are not patt ef formal in§tﬁuction. The prodes of pro--
. fessional socializatiom 'is a great teachér. The ‘environment,
; including peexrs, bhe modelahdg foi jidentity, and the immersion
in g controlleq setti?g shape st dgnts';viéws'and efenh modify

Saxs,W111iam;Toogbs, *This orientation of pex-
attitudes, assumptions, and behaviors, .along

thelx skills.
sonal values,

+ with the careful develgpment of/eléborate.cognitive, linguis~-y\’

tiq, and, where necesséry, manipulative skills praobably makes
doctoral study, one of the most powerful examples of adult
socialization, all the more striking because both’entry and
continuance are;essentially,voluqtary." (Anderson 1974)

Turning to the fourth, questior: ‘e the_evaluation
°practice5/ptesentlf employed those whic will brpvide un-:
suitaple data upon which to base judgment about prqfes§ional
competelice?, bfings to mind.arstory. ; )

" - « o, L4 r)-“ ’.‘ﬂ N k3

" Phe deah of a college of law has ﬁeen quoted as having

said that the graduates of his school with records of A became
profegsors, those witqareconds of B became judges, and those

with recoyds of .C became prosperous practicing lawyers.
s . ;- B

* . {

v I do not vouch for the authentici
observation, but the account tells -is
ferent competencies- even among those 1 ,QT;airly narrow
specialization® and that.academic syccefs is variously

of the dean's
at there are dif-

outcomes .

&

~selated to.certain kin@ls of profeséio al
Ny . ~ .-

, I am not a studént of evaluatidn ‘practices, as pregently'
employed -in colleges of medicine,/but I have observed that
the facu!ty members have used th almost'ﬁnlversal pﬁacticé
of grading subject’matter in te s* of content mastery. What’
the correlation is between sych pastery of subject matter;énd
ptofessional competence %ould depend upon the definitions -of
professionaf competence. I doubt that theke is a single
definition or a uniform pattern/ of expectation, - st

. i * ) . - 1 N
Quite generally in the ag demi.c rworld, the relationships
between academic grades, prof ssional competence, and personal
outaaﬁes in postdegree 1ifé& have not beeh brbéadly and& scien-
"tifically. ‘established. . Even
one must allow for. individua
generalization is subject t
_ongesgonsidered invalid.
] . . we
I not +su gestiné that evalunation is not wortshwhile.
- Quite ‘thd cortrary. I am, uggesting that Ehg objectives_of
evaluation should.be clea 1y‘and firmly espablished ‘threugh
research and that itg r¢l tionship or lack of it to any.other—

-

variations so numerous thaf{ any
s6 many edceptions as to bejat
. L] -

hgre‘gehéraiizatfons are feasible,




expectation should be made expllOlt to students and public
alike. If we do not know'what constitutes effective teach=
ing, let u§ not pretend that,we do. Let us say slmply that
what'we-are doing appear’s to have worked in most cases and
thdt is all that we know. Let us apply to‘ > our own_grofes-

- sional, behav&or the same, scientific standards Qth~we would
apply to the laboratory experiment.

The last questLOn was: "Is there a need for establish--
ing systemagic faculty development programs which address
specifically the profeSSLOnal knowledge and skills of
education? ) o . :

. Ta . ? .

v g I belleve that thé answer s yes,  not only.for col-
‘leges of med1c1ne but for colleges throughout the university
world.’ It is somewhat ironic that wé have undertaken the
businesg of preparing people for nearly all the pxofesslpns
that are based upon the colleg¢ experience except that for ¢
college teachirg. Here we take the certification of learning®
experience apd academic success in undertaking a research
program, and employ ‘a person for teachlng without any specific
Qb)ectlve measurement of capabilities for classroom performance
or. examination of what .that person‘knows abBdut the art of
. teaching or the sc1ence of teachlng. The approach 1is ever—
more primitive than the teachfhg of medical students as
apprentlces-through practicing phySLCians. The apprentice

* at Teast had an opportunity to observe and Lo learn to appre-
ciate the art of practlce as well as the substance. <

.. a M
I do not mean to overgeneralizé. I know of the effort
made in the direction of staff development at“the University
of Illinois and in some other, placés. However, the utiliza-
tion of interdisciplinary aSSLStance in the,preparation of
teachers at the college_}e;eﬁ 1s minimal.

. -

1 4
Most of us as young teachers were given the°pr1v11ege
of teachlng by ‘whatever methods we had observed--some .obvi-
ously poor, some obviously good. What seemed to work for
anyone of us: however, might not work for others. We went
on practicing what ‘we thought was good Without learning. much )
about anything else. As an apprentice, I was hapded a text-y
book, a course outline, and a classroom full of students. Many.
of my peers had”the same experience. Today some inservaice
superVLSion and training is organized for younger apprentices,
partlcularly the graduate teaching assistants. By and large,
~however, we have not made much progress in introducing what®
is known about success in teaching into practice at the
: colleglate level.

POV A .1 70x provided by ERIC
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' Indeed, we do little 1n preparing academic professionals
to become members of fagultles or to understand facplty respon-
sxbllltlewaeyond teaching. The~un1ver51ty 1s a sogial »
lnstltutlon, a.highly complex organization, different from &ny
other kind of social institution. Faculty members will®in all
probability spend the remainder “of their ‘lives in suchean -
enterprise. Yet, they are given no’perspective on the history
of higher educatjon; its purpose; who pays for 1t and why: 1ts
philosophy; its ;roblems of orgqnlzatloh structure, and gov—
ernance; and its place.in the scheme of things soc1ally,
politically, and philosophically. Here, all lnstltutlons have
a lot to learn. But the begihning place 1s at the departmental
level, because 1t 1s, here that the teachers of ‘tomorrow. are

recruited.
< 2
» . q

In conclusion, I list a number of questions that might
form the agenda. for another symposium but té which, we might
give some side-glances in the discussions at this conference'

- . . ! . .

s N <
@ What is the proper role of accrediting 1in

v curriculum making? ’ .
e 4

¢ . o
@ who 15\ to monitor evaluation practices as

- applied «to student'achidvement, faculty
o, 'performance, a missions, promot.ioxas, and
. 5 {
appmntme?s. .: . . . ]

@ How 15 the academic establishment iae‘st organ-
1zed to contain improper or inappropriate

‘4 intrusions upon curriculum making from .
*government, from external pressures (often

. -, . conflicting), frqom accrediting ggencies ard

. licensure and”professmnal boards, and from
= N political influences? .
@® what 1s the extent of impairment of quality
° arising from capital deflclenc.Les and inade-
N quate fmanc.mg” v .
..—How may students and faculty best be .sensi- =
. tizéd to social needs, professional ethics,

*

and public expectations? 2 -

+ N .
. )
@what priority should be assigned to ‘the con-
tinuing education’of }he members of ‘the
profession?

& AN .

.t | - “1.08 SR o




.Are the educational-resources of the uni-
véysity as a whole imaginatively and effec-
tlvely utlhzed in medlcal education?

@vhat should be the responsability - of rthe
college for the education of the lntern
{, '~ and the‘resident?

. - .Should basu: science and clinical, instruc-
tion be tied more closely togethep:"

®1s the recdmmendatich of the’ Carnegie Com~- .
mission'on Higher Education (1970) for the ~
establlshmenb of a midpoint degree between
the A.B." and M.D. feagible and educatlonally

- sound? . om

s

This rahdom L1.st of toplcs, related to formulatldn of *
programs in medical education bu€ only tangent’xally included
in the lead guestions of this session, is only Sugggstlve,
not eXclusive or comprehensivé. It does sh Q however, the
complex ndture of.the task in building an egucatlon ‘progrdm
h}: brings the graduate to“the threshold of practice, ade-
quatgly prepared, profess:.onally motlvated and qualified to
become self—-educategl in the change¢s taking place in medical
knowledge and "in the or:gam.zanon and de;hvery ‘of health care,

, i the nation today. _ , N . T

- o
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o . . THE ‘PROBLEM OF PROGRAM -

e, o . Critique and Challenge "

- \

wH i 4d asKféritical '‘questions of the General Staff about the work- -
ings of the honor code at West Point. If my colleagues fon the
pan€fl seemed inclined -tq pralse doctors, I hope they will not
interpret some of my questxons as suggesting T want to bury
them. . ,f '
14 @ . .
- Let me start: ;ﬁth a simple question that occurred to me
in the last stages of Dr. Henry's address. Sjince it was essen-
tially the unlverslty professors who fought so v101ently in v .
the'1950 s against the. teachlng of teaching skills for the - _
<= elementary and primary ‘schools, how much of a chance do-you -
A thlnk there is that the samé unxverSLty proﬁessors will con- - '

sent to a systemrﬁf teachlng teachlng skllls foxfthe medlcal

4o “'schools? T . . L R

. . . Fred M. Hechinger 'J
. . Dlsqusﬁfoﬁ Initiator N
~ . : . .
- Mr. Fred M. Hechinger: I feel like the ornly civilian assigned {
|
|

® ’ : . |

.

* - . {: }
Dr. bavid D. Henry: In the long runéLI think ye may have to <
P wait until the ;iXEent generation vacates the fhairs and a

m& N irew, generatloﬁ comes on board. Then, persuaded by financial
’,‘-' s rcumstances, hy increased complexities lnqeducatlon, apd by "
. greater concentration on their own ;eeponsxbllltles they may o
T yield on the point. And I am being more than facetious. <t
- Higher ‘education has become so complex that we, can no longer . .
treat it as if it were,a simple matter. Facultles will come ts
to recognlze the importance of effective teacﬁing and the need
for evaluation and public accountability, It will be glew in
coming but this\philosophy underlies most of the- suniversity
T programs. in the teaching 9f higher education today At will -
take time for all the present biases to dlsappear and, for néw
peqple to meve into pOSltdonS of lnfiuence.

4
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Mr. ‘Hechinger: Although I &o not profess to know anything
_about the subject matter of medicine, what I heard today
. “about curriculum Was nat unlike discussions I have heard in
thg past about. curriculum in'elementary and secondary schools.
Thes&.asually dealt with the teachers and the administrators
and the institu'tion but rarely dealt with what the program
did, for the.children. The chandes in curriculum described
this afternoon seem to relate little,‘if at all, to how they
would alter the way in which graduates would deal with pa-

tients. Ana I must ask whether there can be in,tﬂk.curriculum

.4 some specific provisions for fostering the sensi;i@}ty of'- |-

&

at

“erd

A FuiText provided by Eric - -

physf&ians to both the medical and nonmedical needs of the .

patients, their fears, their rélat}q&ships not only with a
doctor but with the doctor's office Staff who often prevent
‘patients fram seeing or talking to, the one whose thelp they
. seek, and with the hospital personne who frequently make *
patients unhappy or afraid.  Are you”thinking of any specific‘*
- approaches to teaching studehts these Fhiggga i ‘é ..

pr. Irving Schulman: I think most'medica)l faculty recognize
that the physickan we‘want to produce and the physician pa-
tients want to see must have Ehese.qpal}ties. But to attain

« this goal requires a personalized education. Large classes, -

* too few faculty, and nd role models almost destroy our best’
efforts. Such a goal alsq requires reliance on other disci-
plines, particularly the social and behavioral sciences. -
This is why I am so toncerned about divorcing the medical
school from.the rest of the dniversity, and building medical
schools away from university+settings. I think we know ge

. must realize .this 'kind of edugation: there is no questio
that students insist on it. But mass education depersonal-
izes the patient care experience and this is my greatest con-
cern. Another concern is whether personalized education can
be treated®in a foymal manner. It is be%qg attempted to g
degree through the intsoduction in the preclinical years and
early clinical years'of programs dealing with the ethics of' '~
medicine, the dying patient, the chronically ill patient, and
many of the things that in the past we assufed would be
learned. I think issues such as these should permeatg the
entire educational process. o . ’

“

Mr. Hechinger: What troubles me in that . answer is the 'fact

N that the people who now do the .teaching came oGt of a gener-

ation that did not have to be concerned with these issues, and,*
therefore, perpetuated this lack of concern. Or, to take a
specific instance that Dr. Henry cited, the relationship

. between patients and the doctor, in the hospital or in the
doctor's office, may be damaged by the lack of adhinistrat{ve

-+ gkill in dealing-with phe’action »f a nurse, or a secretary, -
b5 roe . - ’ i o .# g F I ] e
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or whatever other echelbns .Sténd between the. pat1ent and the
phyéléxan-—lncludlng the telephone—answerlng serv1ce. nd
yét there is apparently little being done to include this
kind- of empha51s in teaching ney phy51c1ans

“pr. Robert A. Chase: I thlnk‘there 18 Something commog'tg
both questigns you have asked: It has to do with ingentives.
. o« To, the extent that faculty members remove themselves ¥
pat1ent§ and patient-care they simply cagnot prov1de examples
of the things you are talking about, and there is a.disincen= .
tive to being, ievolved in patient care and in teaching asswell.
Unforturately in the current academic marketplace there 1§ no
reward Yor either of those things. Until the criteria used
to judge faculty for app01ntment, promotion, and(tenufé‘and
all the xest are modified, it is undikely that.things™ WLdl
. change very much. 'The exc1tement of teaching is a personal
;ncentlve but the rewards comg for doing other th;ngs.(

‘?’g & <% 4 s nke " ® e T
!EF_§£§322325~ To what extent will an incentive be’ created
by ‘rising consumer dlssatlsfactlon° For aAnstance, the gen-
_eral revolt among women and the backup of that regvolt by the
~ women's movement-has made a substantial difference in the-
relationship between medicine and women. Will it be necessary . -
for the general public to resort to the same kind of organized
pressures to -bring about this change? )

| L4

- * - N

Dr. Robert H. Ebert: I think you have asked a difficult

. question. -It-has already been said that in the process of
medical #ducation, in the‘process of professionalization, a
physician really loses sight of these things. He or she
becomes part of the system,-and 1t Becomes hard to see what.
ifs réally happenlng. I once suggested to a group of student

- that when they go into the heospital for their first clinical
experlence, they take a close look because they would never
See it<1h the same Waye agam.# going through this cliniéal’

educatlonal preocess stqﬁents n overkook the sorts of .
things thatanly patients can Tng to, their attentjiomr. It
is my firm conviction that the only way this, will be aktered
ig thgough 1nteréct10n with consumers.!" I dq pot believe it
can b taught 19 any formal fashion and ‘I doubt that faculty
can teach it“if they are not ‘involved in it.

B ‘o .
Dr. Chase: There is one other person who can bring this
matter to;our'attentién:' the student. .

< L

Dr.. Schulmap: ,I think we shoyld remember that the medical

_ student is also a consumer. Many of the-changes we think we
ought to initiate have been done by students before .we haye
begun to initiate them. 'The stullents, more often than we
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give them credit for, bring to our attention the changes - !

L - that are needed. @And if faculty members stay out of the way, -
the ¢hange may take place. .

¢

. Mf, HéChlnger: Be?ore‘I ove gn to andther question-which v
may also seem difficult, get me assure you that some of my .
best friends are doctors. If 1t is true that desire to serve \
society is at least one of the motivating factors for many-

. young people who flock to the medical schools, then do those
schaots_have a special respons 1Tty to work toward prevent—
ing such incidents as the reqepmmedlcald scandal, or the

_ 'whole ;ssue of unnecessary surgery? These examples may _

. 1nvolv€ only a minority, but still a substantlal minority of
the profegsion, and in one sense these are problems of med=*
ical practice as a whole for they go beyond personal integraity,
raising the issue of responsibility for peér review of pro-

EE )feSSLOnal behavaor.. What curxicular provisions do you think
. ought to be made to deal with this whole area of medical . .
ethics?

- -

Dr. Schulman: Some of the questions you raise are simply not

answered by Currlculum changes alone. We mlght also go back

. to some of the things discussed this morning and partichlarly

b to the admissions process. Wé know thatrg student who gets

. into medxcal school is probably going to graduate but we have
an important responsiBility during the process of medical
education to weed out those who do not exhibit thg qualities

of a physitian. After graduation we must hawe' coptinuing peer
revieWw of performance. People do change, and when a doctor
changes  that may be quite dangerous. I believe we must accept
¢ peer rev1ew. But peer review must be more than loeklng at

each other--1f will Have to become a system 1in which the pub-
lic has confldence, one that assures continuing knowledge and

profe551onal competence 'as well as ethics. - .
e . B . <« . o
. . Mr Hechlnger' Your overall approach to the problem’somehaw

seems incompatible with the vivid description given by Dr.
Gellhorn of the way. students get 1into medical schools through
a kind of‘competition that forces a substantial number of them °
¥, into unethical practices xo‘hept admlsSLOns standards. 1?
what extent can the medi&al’ school counteraet a psyche that
has been condltloned to doing things for personal gairn qnd
survival rather than for service to humanity? ’
Dr. Sch@lman: With apologies to Dr. Gellhorn, I think that .
. idea ¥ verdone. Students do work hard to get into medical
M school, but T have servedeon the faculty of, five schools and
I. do not see a perpetuationh of this §rubby infighting, cut-
your-throat thing 1n¢med1cal schools Eﬁ‘rselves. +Medical

-

~

- v 4 -
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stuaents today are remarkable .young pédople and ‘I rarely see
the personallty characterlstlcs to whlch you have alluded.
Dr.° Ebért: I must agree: with Dr. Scthman. ' would say the
biggest problem we have is not competltlon but that students .
do ‘'not #ant* tg be graded at all, apd for the good'reason that
they want to Rélp one ,another, i have. the feeling that we ’
,may be gettlng a different klnd ‘of person into medlc;ne today.

v

v

" Mr. Hechlng;r' If it is true that the’ majority of students
® enter medical school with relatively lessg background in the - -
. social sciences and humanities thap other students, should
scomething be done in medical school to 1nfluence the future
-, political and social conscience of the* profession? To be
) specific, in tHe past organized med1c1ne hag” tended toward
. conservatxsm in mattexgs relatlng to the soclal progress of < N
<. °" medical’care.  While that may or may ‘notxresult frofthe
limited premedical eparation jn such areas as economics and
- 'ociology and goveéﬁhent and history, unless the medical , _
schools do somethlng through their educational programs or -
even through a study of their own organizations, what chance

s
K

is there to make the total’ professlon more. varied in social R
E :
PO outlook° . N i o
a—— . M : '
P . e - : - .
* . Dr. Ebert: Through the work of such investigators as Funken-
. stein, we have a fair amoun} of .evidence about the value .

systems of medical .studehts during the last 20 years. It is
,clear‘that'their;values are relatiyely uninfluenced by what ‘~
happens to them in medical school. ) They seem to reflect much
4- more the general value system of ‘the time. For example, ins
the early 1960's rOughly 10 percent of the entering and.gradu~
.ating students thought national health insurance was appro- o
priate and perhaps 10 percent thought they Qught to work on ‘\\
salaries. 'roday a substantial majority of entering as well
as'graduating students favor such thing§. In,other words,
all of the manifestations of a more liberal‘and enlightened
view of medig¢ine seem to, have developed before these people
even got into medical school. I wonder whether the medital
school 1tself is~going to make much difference, whether these
views instead reflect values acquired in collzﬁ“, or from the

prevalling spirit of the time.

‘ . -

Mr. Hechinger: In that case, you dof not feel that the lack
oE‘instnuEglon in those areas, for Substantlal numbers’ of
premedical¥students,* ought to be corrected?

’ . .

l

Dr. Ebert: I belleve I would ask first whether students who .
" enter medlclne have values substantlally d1fferent from those

w w . -

‘
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wha go on in any area of sciences orr;rom those who do gradu—

ate -worke in the humanities? 1In other! words, is this situation
unique to medicine or is-it really a descrlptlon of-what hap-
pens in college? * )

1]
Dr. Edmund D. Pellegrino: It should be ggted that a redent .
survey revealed 98 medical &chools now offer some formal
instructjon in medical ethics. «This is a‘remarkable chang®
from a decade ago when you could scarcely find anyone dis-
cussing the subject. Specifically with respect to the humanic
ties, broader ‘engagement between some of the humanistic
studles and disciplines and, medical education is also ocqur-
rlng There are also 30 formal programs now which deal with
the!l humanltles 1np. medical education, and another 15 are in

the p{annlng stage. € .
Mrt Hechlnger- on one specific 1ssue raised by the panel (
today, . lS there anything the educational program might do to

produce more physicians for the‘'now underserved urban slums
or rural and small, town areas?

Dr. Schulman: are JYou speaking about the need to expose
fmedical students to these problems, or to create a system
whlch places -graduates in underserved population areast
-Mr Hech&gger' .What T am really asking is whether there is ,
something in the educational program that can cope with the
probiem Is’ there an educational agternatlve toaoverpto-
ductlon or governmental tiat? .

- - P .
Dr. Chase“ "I think I understand what you are driving at,
but I believe that both geographldal and spec1alty maldis-
trlbutlon—must be dealt with at a level beyond themedical
school. The incefitives for. individuals to cHoose particular
specialties or areas of practice have little to do with the -
medical school curriculum. Now I am not completely absolving
the schools of responsibility, because, obv10usly, ohe contri-
bution they might make 1s to establlsh models*dlfferent from
. the super, specidafézation that légnow 'so prominent. It is
hard to find a g eral practitioner within fmost medical
schools. So ‘the are things that ¢an be, done but, as long
as the cur?entwreward 'system r alns, it will be hard to
stimulate 'medical students to nbke those choices. And I am
not even sure that different models woggd change things. As

someoche " has sa d, "How“can you keep them downlon the farm,
once they*ve seen thé“farm?" ' e
. . t %". w‘ % . 4

Dr. Ebert: I thrnk there are mo:e thlngs that can be done
than we may be doing. First of ugl, 1t~1~s lmportant to avoid

N w4 ‘
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. . maklng any experience’ of this kind required for that 1s the
v, kiss of death.,~We have found that a greé>vmany of our stu-
dents are looking for opportunities to serve in rural areas -
both here and_in developlng countrlgs +In those developing
countries they often learn a good deal more about this caountry
. than they might have if they had looked here. I am convinced .
’ that experiences of this sort do influence‘how students per-
- . ceive problems. Whether they will alter career choices or
prattice settings 1s a still unanswered question, but we :
% should  at least provide these oppbrtunities.

- M - ' .
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Bartlcxgant- From Dr. Schulman's presentation, I understand
"tMat thexg are def};lenc1e in some U.S. medical schools

. today but from Dr. Chasé's presentatlon I understand that the

. Naqional Board of Medical Exam1ners assures that ﬂll ‘medical .
graduates are qual;.f:.q Axre these two positions consistent?
‘As.a grﬁmedical adviser, can I'advise students to go to any
school in our country on must T caution them about some of
.them? . - YRR .

‘3

P

Dr.;;rVLnerchg;man. I do have a great concern about the
qnallty of medital education in some -American medical schools .
,and, therefore, about the quality of their product. The Y
NatlonalaBoard of Medical Examiners measures primarily cog=

nitive things.' I think. we can certainly say on the basis of ’ \
. N lonal Board performance whethex students have attalned an
,,‘_agceptablé level of knowledqf. What concerns me. 1s that

there are other. atsributes a physician which at the moment
cannbt be measured on such examinations and which must be
assessed if ‘we are to turn out the type of phy31c1an about
‘whom Mr. Hech1nger was speak1ng : %

Dr. Robért A. Chase- ‘1 agree ‘with thdt statement. Dr. Schul- ,
man is qu1te‘r1ght that it is only in those now measurableb ‘
‘components of competency that we evaluate students: their -
store of knowledge and to some extent?their problemsolving
capabilities. By utilizing such examinations, we protect .the =,
public against incompetence in those areas of competence that

are object1ve1y measurable.

r’ . L]
Partlclgant. Perhaps I have misunderstood, but' I thought Dr..
Schulman stated that .there is an enormqus var1at10n amonq .
programs in “the 117. med1cal schools and Dr. Ebert sald’there
1sga remarkable similarity among them. Perhagﬁ you wqpld try
to. reconcile that apparent contradiction. . &

}

P - ’
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. .Dr. Schulman: I tried to polnt out a great srﬁllar;ty in
goals among the 117 medical ‘schodls, but the tools with' *
which .they try to achleve those goals varx,ue&eirr—cMany -
,Schools may state that they have elective ‘pxograms-or qul- -
> . tlple tracks-but an elective curr1culih rfally requires an
" exquisitely sophisticated student counseling and guidance” .
" system. WithqQut that an electlve curricul is really a- @
¥ shant because students simply float around wxth nobody te
help them. '
~ .'r‘ K= M
Dr. Robert H. Ebert: well; I xea:ié/meant what I saxd, 1 °
thlnk there 1s little difference ong medical schools in
= this couhtry. In spite~of all the so-called modifications,’
, the curriculum has remained remarkably stable for the last H
65 years. At the 'Harvard Medical ‘School the curriculum '
changes’ on the‘average every . T years, and it swings back -and rff'
forth between more,required work and more elective work and ot
has for the Tast 6 decades. -

I would also note that the data collected by the
mmerlcan Council, on Educatlon, the Assogiation of American- - ..
Medical Colleges, and the Rand Corporation for the Presi-~
. dent's Bromedacal Panel reveale% a number of interesting , .
th1ngs. Fort éxample, 1n the course’ of looking at the ippact = °
of Federal\reséarch support on medical education and unai- N
versrtles, they discovered that medical curticulum had almost
no lnfluence on the choice «of career. ‘The choice of special-’
ties was no different in the research intensive universities 4
than in those less so. Neither did the reésearch environment
have. any influence on the development of primary care redi-
. ' .dencies,’ About 10 percent from resear’ch intensive universi-
ties and.about 6 percent of draduates from other schools go
nto academic medicine, But this seems to be determlned more, . "
'(;y the student's background than by the currlculum So I N
would, sgy that debpite what may superflclally .seem to be .
substantial difference there is a remarkable similarity
. among our schools and. a remarkably even product as measured
by exanrnatrons.- ‘ s s . ) .- - N
. % Dr. Chase: f‘think both Dr. Schulman and Dr. Ebert are cor-
, , rect. Schools are both similar and drfﬁerent degehdrn upon.
the yardstick used for measurement. For ekample, looking at -
exaninatiop results, U.S. and Canadian medical graduates per~ ..
forﬁ at an exceedingly high level compdred with graduates
Lo * from many medical schools in othar parts of.the Wworld. On .
. that scale, these North American schools are quite similar..
On the other hand, within that hlgh range™of performance . )
there are detectable diffexences but, becBuse of therestric-
tion in rangey’ tﬂ.-dlfferefégs are probably not educatlonally ' |
. . . ~
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szgnlf;c nt It 1s for this :eason that”the NatronalzBoard ,
ongen report school ranklngs, for 1t ,seems to me’ a’

s exercise. We will contlnue to report performance
1onsh1p to the curve of a hlghly selecied and puri-
erence group of students. -

2 g ’ Pattici ant: You have suggested at faculty members prov1de
¢z . not only instruction in the content of medicine_ but also a

3 ér model from whlch students learn both values and the practice -
' ¥ , of medlclne. if you were plamming new educational strategies -

to meet some of the problems that have been identified here,

; « would you deal firstewith faculty behavdor, curriculum struc-
S _ ture, or the exam&natlon system as’ the most pmom131ng'veh§cle .
. - for change? ' . R

- r .

Dr. Ebert: It 1is jnteresting. to me that at least at. Harvard

~ there is widespread student re)ectlon of most of the facﬁ?ty -
as models. Students seem to. think that none of them axe good °
enough. And that is probably for the best. I think the real

- < modeling ‘probably gets into high gear during the residency, Ir°

4 '\ doubt  that any modification of the medical ‘school cutriculum )

.$ - or al eratlon of examinations or anything else is going to-
change that. At 1ts best this hospital period-of profe551on[
alization produces\a resident with dedication to patients
that.is laudable) at its worst it pfoduces an arrogant indi-

s v1dua}’who thinks that anybody outside the prpfession, and .
more pdﬁtléularly outside a given spegialty, has nothing *

N usgful'to contribute to medicine o¥» to medlcal care., Unfor-

. tunatexy whatever the outcome5 1t has nothlng to do with what

. o

is consclously tqught. c. K
-l ‘ br. Chase; I 4 thlnk faculty models afe 1mportant Qhe S,
R kind-of: model, owever, is really a question of institutional
.prlorltles. In dther words, given the ch01ce, is a school ¢,
‘., ) llkely to choose for £8culty app01ntment a potential Noh9b Nt

Laureate*or a person who will become a superior clinical -
physxq;an? I believe there is a place for both. As far.as
examinations are sconcérned, you suggested that possibly these
could be effective change.agents. ‘I do think that such am-
R inations as the Natlonal Boards have an effect on curriculum, «
* and faculty sometlmes complaln that this is so, because those . |
s ) examinations are- made up by the 108 medical school teachersd ,"bs.
L and. investigators who fox the National Board «test committees. ¥
© 7+ It'is they who decide on the thrust and content of those " ¢
"« examinations. . :'t B . -
. v 'S v ,” A}
. Participant: Dr. Ebert suggested the des1rab111ty of glVlngN
an M.D. degree to an essentially undﬁffexentlated blast cell . .

. ",

. that would different:iate after graduation. iThls may be, o R

* ¢ . 4 * \\
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he strong pressureé and intra=™"
institutional mpetitxon time and attention to three-

dlfferent career possibilities: the c11n1cal practitioner,
‘the laboratory research worker, and the clinical investigator. .
t wonder if the .panelasts mlght comment on the balance amoﬂ&
these three objectives in undergraduate medical education as
it now exists and as it might be in the future.

desirable but i

[ ’

’
.-‘ 4 .

Dr. Schulman; “rhere is no fixed formula. Students should

. have during medical school the time,.as well as ‘the suger-

g;a

z

1

~ ipk,

‘mqﬁeémanentaway except through coercive methods or flnanc1air

vision; to become involved in all of these things.. If theé ' ’

curriculum is so filled with required activities that the ¢
student has no t1me to, Spare, that student will never learn
about the prlnc1prbs, the phllosophy, the technldues,-or the *
value of research or of clinical 1nvestlgatlon I beliesve
not every student ‘should do research, but the curriculum
gbould allow, opgpgtunrtles for students who become 1nterested,= .4k
%est this way of life. I cannot identify a balance in the, .
undergraduate years between research and patient care . "
think perhaps the blast cell idea goes a little too far™ wWe
are ,seeing gome tracking and earlier d1fferent1atlon tgan
exldged before, but I have great concern about requiring v
selection of a track before students have had the’ ogportunlty -
to decade whach track they actually prefer.

S X
"Ebert: I wouldjagree essgptially w1th what pr, Schulman .
‘said. There should be many opportunltles'provxded, and thas '
is one of the reasons for some elective time® Unfortupately,
when you make evgrything elective, most medical students wi
devise the most ragad kand of cutrrictrlum because .they do not
want to miss anythlng 5

ki

Dr.

o

~

. -
B ¢
Partlclgant_ Does the Aanel know of any country that has . .\\ .
solved the problem of maldlstrlbutlon of physicians in any o

S

incentives? N ~ L / L.
4 ' M

Dr"Ebert.; I attended an international conference about 2
years ago 1in which there were representatives from t Onited.
States, \Canada, ‘Australia, Great Britain, France, Poland,
Yugoslavia, Russia, the Scandxnavxan countrles, ‘and others.
All, reported major problems in the distribution of care and
particularly in getting physicians into rural areqs And‘so
the answér 1s really "no," w1th the possible exceptlon aor : .
China.’ ‘

-

T ' P
Schulman: In speaking with a senior officer of the health
system of China, I discovered that he, tod, 1s beginning to
feFl concerned about China's ability to marntain the present

< ' Y. e
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system of \e(;uitable'dlst%yition. As young people becomg

- : -more aggreﬁs;vely independeént, it becomes harder to get them &
to .99 where the society thxnks they ought to go.’ And that

. can troubFe us here as well because even if we requxre grad-

uates to go to underse®ed ateas, how long will they' stay .

oo - there, how angry will they be at havxng had’to do %, and ‘
how will that influence the kind ‘of care they wlll provide?

| - I worry about‘bribery and coercion as toBls to alter dlStrlz

. butiod bécause in dmeend the patient may suffer’.
. .

. Dr. Chase: Our educational system has now genbrated a large
B .enumber of students who have opted for training in primary .
~care. My concern is who will be responsible for keeping d
them in primary care and keeping thém ip underserved areas.
For th1s reason I thlnk_the‘fncentlves have to be-changed

« , - 0 4

. \ Partxcxgant* The panel. has dlscussed the attempts “to adapt,

3

. curriculum to changing needs, but has there really been gny ' -
fundamental change in the ctontent of undergraduat medi '
education? Medicine is stjill being taught as a compehdlum -
Aof spegialties, is it not° If «this is the case can we
rgally: expect an endu;ng commitment ‘to, the-general kind of L

» ’E;actxce that we think more medical stuaents should choose
. if every. aspect of their education from the learnlng of »° " -
e pathophysxology to ‘the role models, to the otganxzatxon of | "
the school, is a synthesxs of specxalties’ - L
. . . ‘\' . . . .,
‘Dx. Schulman. You have posed at least two questions. -Con-_
N *cerning the organlzation of‘teachlng, I agree- that mediclne' C
Jllqpstnll being taught-as’ a.group of ‘separaté %pec1alt1es. .
However, as far as content is concerned there is clear eyi-
y denve of significant change, If you‘look at ‘the National
.- Board examinations or textbooks of medicine of 10 years ago
and today, the4changa is dramatlc but I am not’ sure that that
addresses the issue. N .

v

- \

L B

t o A . . — oom—
Participant: .Does the content change®reflect the change of -
the science of mq@icﬁne? A ¢ .

v é ' . . . .

. Dr. Schulman: Yes, it does by and large. ButN} think there
has also been coatent change 1in other ways. For  example, u
gven though taught as a series of speciaIt%es, what IS taught
« Wwithin each speoxa}ty is constantly‘chang1nggand the greatest
changes are taking place within the so-called prlmary care
“a * gpecialties. Lot 2@ §$: o e L ;;
» A . * RARIERES 1 - ‘;V‘:.’.\’& ‘
. Dr+ Bbert: I would like -to comment on the preclxnlcal years. s
It does seem curious, Wn‘a time when biological scxeﬂées are
undergoing rapid advances, that we should cut back on. the

3
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- amount of time devoted to them. Th!s"mag be much more ..

o

N

"

!

«

i)

\

"1§each may not. automatically make them good éeachers.

R}

o

ipportant than the time devoted to clinical 1instruction
during medi¢al school because there 1s a long period of
further ‘education in that area.

5

One more word. Let’s be honest. Medical teaching ~
,i8 becoming more ‘and more ,subdivided as people hecome' more
specxallzed There are, “for example,’ no longer many good
models in general rnterna} medicine.” The subdisaiplines
seeqn to prolfferate at a tremendous rate and "each nowsopts ’
for a cextificate of spékcial competence. Each one also
sets up a special teaching program and medical sthidents
get thrust ihto each for very short periods. ‘Levitt's .
tracking study showed that among those in the class of 1960
who were certified 1in internal medicine, 38 rcent of them
went for subcertification in some area: in the class of
1968, the .cémpatrable group was 55 percent. If we look
ahead, ‘among ghose who already hold their Boards in medi-
c1ne, 70 percent are optlnq for subspec1alty certlfxcat; n.
I flnd nothing wrong with specg&llzatlon but 3 ao ha
greqt fears,aboyt the impact of “certification 1n e
these special subdisciplines. ., . ca T
Particigaht. I understand your’%lews about offering rewards
for teaching, but what if most staff are full -time physx—
cians but paft-time faculty members who are really not
}ntEk\;ted,ln achieving tenure or any of the other usual
faculty ‘'rewards. How do you get them to take part in cur-
rlculum evaluatlon e or, the'evaluatlon of‘€§21r teaching? *
‘Dr. Ebert:’ First of all, I must gay‘that medical schools
have hot done very well 1in evaluatlng the teaching abll;ty
of their fyll-time faculty, quite aside from thelrjpart—
time faculty. For the most part, faculty are judged on the
baSlS of their. research product1v1ty~ If I were to estlmate.
the level of concerh about teachlng at Harva}ﬂ UnlverSLty, I.
would rank the law schqol and the business school first, the
faculty ©f Arts and-Sciences at the, undergraduate level next,
and then perhaps the medical school. The lowest in rank

.

would be, the graduate programs. I do think there 1s a grleat -

deal we can leaxrn "rom those who really,have deVbted a sigs
nlflcant amount of their’time to the evaluation of teaching
and the mechanisms for rewarding excellence. [

. - ., 3

Dr. Schulmah. But the questlon was also, What do you ‘do if
majorlfy Of the faculty are part-time people in practlce
who are not interested in teachlnq? Now the issue is, why -
should ‘they be in.a med;cal school? But even the desire to

oo
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,Dr. Ebert: Wwell, I must say that our .experience§ are about
the reverse of that~because ouerart time teachers probably
do as much teéchlng as any ong.

.

-

A

N .

.

I,do ndt mean 4

Please don't mlsundersﬂﬁnd me.

Dr. Schulman:

to imply that the physician.in practice who teaches part time can-
not makg an important gontribution to medical educatio wWhat
was descrlbed here was a situation in which a group of prac-
titioners was ass19ned a substéntial gble for.medical edu-

cation was reluctant t¢ carry it out.

That is a dander-

ous situation.
s
%o,

Participant:

-

2

N
.

/Two 1nddctments have been leveled at curriculum

.

design in medical schools:

first, that the process qf “gdu-

cating medical studentsntends to make them disease rather

=y

3

- .

§}§

; [E[{\y

S v ext Provided by ERIC
3

» -
.

than.patient oriented; second,, that the clinrcal experlenqe
is a model of cross—sectzonalﬁand eplsodle'rather than comp
\hensxveaand continuing mﬁdxcaiﬂcane~£ I‘wonﬂerﬁif any oﬁ ;h
panellsts would respond to those two criticisms.

re-
CAR
e E_T

H

Dr. Ebert: Let me answer the second part fairst. I think 1t
is difficult to offer anything but an ep1sod1c cYinical ex-
perience as a simple mattey of effigiency. It is hard to
provide continuity because the perlods are brief and priority
is given to varied ékperlence. The most effective way to
accomplish this iow¥ip the Hospital which is also a_ much mere
controlled envxronment
be addressed to the res1dency years which remain eplSOdlC and
oriented to acute problems. Clearly that-could, and should,
*he clanged.

Dr. chulman I agree with: Dean Ebert that although Xhe
hoSp1ta1 as a base for tra1n1n9>may not be apgroprlate in
some respects, it has special value atx$at stage in the stu-
dent's;education when there bs. a need for time, to' think.

_fThis t1me 1s usually unavallable 1n an ambylatory setting.
.The hospitalized bed patient ‘allows the student to learn many
of the things we have talked about: How dg you use a team,
who. are all these people who deal with patlents, and what do
they do for a llV;ng’ I “also provides time to go to the
library, to come back, and discuss the problem wlth staff. .
At that point in the student's educatlon timé is very impor- '
tant. When you put an'undergraduate medical student 4into an
ambulatory setting, you may destroy the very thlngs the
student 1s there to see: Pa}ient gare becomes inefficient,
the patient waits too long, and the student begins to learn
an 1mpérsonal,high-cost care ‘methbd which .is absolutely
opposite to what an ambulatory settlnq is supposed to b&%
Later on, dur;ng the res1dency years, we- can focus upen con-

»
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I think the greater 1nd1ctment should .
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X *  tinuity, economics, efficiency, and the doctor-patient rela- .
: -* tionship in an-ampulatory setting. . ¢ :
. e . e . \
oo Dr. Chage: I would respond to that in another way. We must >
Smdrn R N N N . Y .
. spend more time listening to students. They ate often .
e .critical of the way "faculty manage patients as people, not
. 3:50 much the way they manage diseases. I think we need not
¥ * I3
v __* worxy too much about not teaching students concern f@.\ pa- -
. tierfts, but we must listen more &arefu],ly to make certain we .
. are not doing ,anything that destroys such concérna
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3.. THE PROBLEM OF COST . * ' ‘e
. .

ny -
¥ .

"To grapple with the extraordinarily complex problem of .
cost, one may fimd it helpful to begin by noting that in’

1972 this.Nation invested about 7 percent of the $1,152
billion gross national proguct in all of education; 2.7 per-
cent, or approximatsly $21 billion, in higher ‘education. Of
this amount $3.1 bllllon went to educatlon for eight health
professxons (medicine nursing, dentlstry ~pharmacy, oste- .
opathy, peodiatry, optometry, and veterinary medicine). . .
Approximately $2 billion, or 63 percent of this total, was L

designated for medicine.” More than Half of thesg ddllars ‘ N

., wéte derived from grants and conttacts awarded for specific J -

putposes, ‘This ffieant ’that less than 50 percent was allo- ‘
cated te general operating support. Well over one~third of °*
this amourit.came' from State and local government appropri- :
ations. The second largest source (about 16 percent) ) S
represented recovery. qf indirect costs of sponsored programs. *
Third (just under 1% percent but growing rapidly).was med-
ical school revenug fré&m .professional fees . (medical service L S
Only 10 rcent of the general’ operating costs were’
derived from tuitidn and educational progralh fees. Since 63
percent of the total expenditures and 45 percent of the .
operating budgets were derived from Federal, State and local
gavernmental sources, it is clear that taxpayers provided " .
the major support fo% medlcal schoels whether publlc or* ’
prlvate. L, - . -
) - , . -
The question "that plagues those who attempt to under-
stand the implications of these figures is 'how té allocate
costs within the expenditures. It is generally agreed, for [
example, that the direct cost ®f instruetion represents only .
a pant of the real cost of gducating hea rOfESSLOnalSJ A
Faculty maembers, whose sylaries make u he largest part of
the educatidnal cost, not only engaée’;n_the tasks of teach-
ing” (direct instruction; teaching pkeparatlon, and currlcu\\_

lum, instructional, and evaluativbn materials’ development), -
s

[4 ’.°\
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but also prqvide patient care which is essential to the edu~’ .
cational program, engage in research that enriches their own
L capacit to teach as well as the substance of their instruc-
‘tion, and take part in general activities that support the
educational enterprise (administration, community service, R
professdionial development, and writrng). They also do some
of those things as part of the broader mission of the med-
ical school, independent of the contribution to a basic
A &ducational program. JIn attempting to allocate costs an’
. arbitrary but genegally agcepted convention is that basic
i scienge department facultywmembers should, in fulfillment of
their educational responsibilities, give 35 percent time to
+ direct instruction, 40 percent to research, and 25.percent
' to other guppofting.admig}strative, scholarly, and professignal
activities. 1In clinical departments,'35 percent of faculty
time should go to instruction, 25 percent to climical work,
. 15 percent to researgh, and 25 percent to the other kinds of
~ . aqtivities which_are essential to gducation. Using the
actyal ampunt of time individual teachers give. to the direct
instructional task, one can then prorate the cost of qpe

. ather gctlvities which support that educatidmaldmission. -
. ~ LN

.

1]

.

o . Based upon such calculations, two recent studies of a
representative sample of medical schools have produced quite
‘different cost figures. The Association of American Medical
. Colleges Study Committee concluded that the annual cost per
medical student ranged from '$16,000 tq‘$2§,000.~ The Imsti- S
tute of Medicine »f the National Academy of Sciences foumd
- ©  the average annual ‘cost per student to be $12,650 with a -
range from $67900 to $18,650. When broken down, the latter ¢
PR .average figire yielded $7,650 for instruction; $3,250 for
' research; and, $1,750 for patieht care required toisupport
the educational program. By contrast, the average annual ' ve
cost in dentistry was $9,050 (of which appfoximately $8,500
. s represented instructional cost); im diploma nursing programs,
I’ it was $3,30Q per student per year;-and’ for baccalaureatg
degree nurging programs, it was $2,500 per Student per year.

T

.

- . Salavies represent the ldrgest S*pgle cost-iten-in
! medical school budgets (faculty alone'account ‘for 43 percent o
of that cost)® The average number pof full-time-equivaleft
faculty members per medical school is 366 (with 3 range of.
¢ 217 to 6§2) which provides an average' faculty-to-student
ratio of ‘1:1.3 (and”a range of- 1:0.9 to 1:2.7). Tué,average
-, time given by each teacher to thg instructional program was—
,18 percent (with a range of 13 percent, to 30 percent). In

) meny medical sczzpfg\a\fubstantial number of teachers are
. nonsalaried volwhAteérs.™ They thus appear 1in. tios but .

)

~
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. not in the dollar amount. However, they must receivg suf- '
. ficient financial suppdrt through the prlvate practice of !

med1c1ne to make this voluntary effort p0551b1e.

Overall, medical schoél educaﬁion represents only a

part of the cost of educating a.physician. Internshlp anad

residency constitute an equal .time investment for students

and may involve an_even greater financial investment:for

socxety, although exact data are even more difficult to ob- .
. - tain than for the medical*school portion of the educational
program. To get some idea of the magnitude of that gost,
there were last year nearly 50,000 interns and residents
in American hospitals. Their average stipend was~approxi-
mately $11,000 (up from $3,900 in 1965). Thus this portion
of the cost for graduate education of physicians amounted °
to roughly $550 ‘million. However, these house officers
render important patient care which cannot legitimately bé
charged to education (although education is said to be the
.primary reason for internship and re51dency programs) . The
Instltute of Medicine has estimated that 33 percent of the

O average 58~hour work week 1s spent by these trainees‘in ey *
~ *  improving their,own skills as physicians, 1.e., in their o
education. Essentiallyzall of these costs are presently .
borne by patients (or third-party insurance carriers} since . .o
S ~there is no tuition charge for this important phase of the -

physician‘s, training. . - -

Having completed basic and_graduate study of medicine,

. every physician is expected to engage in a lifelong program a
. of continued learning. It is virtually 1mp0551ble to esti-
. mate the cost of this effort Exther to the 1nd1v1duah - .

-practitioner or to society.
The cost of education to the individual student is =~ ‘
quite large, even though tuition and fees amount to only 71
percent of the average medical school budget. The average “ *
éﬁ%tultlon in a pdblic medical §chool 1s §$798 per year for resi- . '
.dents and $1,639 for nonresidents; the comparable tuition fee - .
in private medical schools is $2,463 annually. While! these
- dlrect expenses are the only contribution students make to
medical school operational costs, they represent only a small’
part of the total educational cost to the individual. The
. total annual cost is now 1h excess of $5,000 for single stu-
.. - dents and $7,500 for those who are married (now a majprity of
the student population). Aan even iarger component of cost to
. a student' is the lost 1nc§he over a 6- to l0~year period of °
~postbaccalgureate education. This substantial ocutlay of
money, coupled with llmlted income over a prolonged period,
explglns why medlcal students end their .training with an

. . - .
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avérage-indebtedness of bétween $6,000 and $8,000; more than
25 percent are faced by repayment of loans exceeding $15,000,
0 ‘ ¢
.~ Although an exact accounting still eludes us, there is
no questionthat the cost of educating a physician is high
both in' absolute terms and relative to other health profes-
sionbie It ig® also evident that those who receive this .
education pay only a limited portion of the cost. This fact
.is-gemaxally justified in terms of the unique service yhich
physiciaﬂs provide, one which merit$ substantial training .
subsidy. Nevertheless, with increaéiqg recognition of other
important needs which society must support and growing ques-
tions about whether such expepsive training is necessary to
prepard practitioners for the health services in greatest ¢
deimand, the educational practices of medical schpols”and
teaching hospitals are being challenged with respect to cost
effectiveness and cost benefit. And within uni!prsitieéi'
which are working under growing fiscal constraints, the high’
‘costs of medical schools, in relation to those,of other uni- *
versity divisions, are being subjected to increasingly i -
critical scgutiny‘by both internal and extérnal r?viewers: //1

-
In the face of thése issues, the symposium panel needs
to cdonsider four guestions:

~
.
Y N \ © . 3

@In the competition for limited public and

‘" private funds can the present costs of medical!

_ education be reduced? And if,s-9,/ by what *
means? '

- .

@Does medical 'school education still deserve
such substantial subsidy Ehroﬁgh'Tederal,
Statée, and local @5 sources?

o - 1
@ Should graduate medical education continue
k to be subsidized by’ patient care funds?“

.

2
'

.éhoul@ ﬁhysicians pay a gréater. (or lesser)
part of the costs of their education?

.- X
&
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¢ Introduction
¥ . - . -
Why "is the cost of medical education so hlgh? Does it

~‘have.to be sg’ high? Could it be lower? These are questlons
often posed by the sources of support for our medical schools.
Federal State, and loqil governments want an answer, because

.services, 'perceive that an element in the escalating c
health cAre is the high cost of medical education. ¥

- parents, and the piblic want to know the answer to wh

their con§ ituents, tbe’taxpayers amd purchasgrs of heg

1th

the

_so high. It is -the IESéonSlblllty of medical educa-
(o] respond to these quastlons with clear-answers and to
offe guldance to ensure contlnuxﬂg adequate*support of ,
medjcal education. ~

N i
The ;%oblem of cost, therefore, becomes one of, identi-
ing the elements of cost and putting these elements in
erspective for our supporters. This is no easy ‘task, and
higher,education administration.has provided few guidelines.
We must first examine the existing sourees of cost informa-
tloanmakg,coqpa:;sgns of th se costs ln-varlous settln s
N and determine the:&lements™Was sentidl to the total cost. ance

this hag been accomplished, wé should have a better perspectlve

as to theslevels af cost and should be better able to answer

the questions, Is the cost too-high? 'If so, can it be
reduced? . ’ .

-

. Both" the Assoc1atlon oé American Medical Colleges {AAMC)
in 1973 *and ttb Institute of Medicine in 1974 have S%tempted

to deal with ‘the _problem of cost allocatlon. Bo egogﬁjge‘
R -

.

»”

. .

*Prepared in collaboration with Meredith A, Gonyea
,of Institutional Research, College of Medicine and
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.  the fact that medigal education is a complex intertwining of
multiple missions of instruction,. rgsearch, and public serv-
ice. : . . ! °

- .

. ! N '

“:j?éEAAMC approach comes closer to dealing with the
major source of cost: faculty salaries and the activities
relaled to*that cost. Faculty members not only'instruct

- ungiergraduates, but also train house officers, mohitor gradu-
ate siudehys, and'contributé to nurse and allied-health
educatiol; while performing patient care and/or cIinicak and
basic research. Crucia}l to the entire system is the willaing-
ness of faculty members to Be 1nVQ1ved in these activities
-and the costs that result from*thesé educational products.’

.

We must make efforts to reduce the cost of medical gdu-
cation'to achieve a more cost-effective educational process.
RS ¢ believe sucy ends can be reached, if only by reailocgtigp
and identification of products. Part of the challenge is to
identify accupately those costs that are tfuly educational or
instfé?lJonal and even within this' category .to clearly deline- °
ate tHose costs that pertain to medical students;  graduate
stypydents, housestaff, and other health education professionals.
ReSearch, public service, and health care components must be
separately noted and funded as a commitment of society based
upon geed and demand for each component. Withan instructional
cost centers we must be constantly aware of the need to, be ’
accountable for better utilization of our resources through
joint programs, regionalization of health services, and educa-
tional efforts that improve productivity. The utilization of
:>ointﬂaepartments such as has begn developed in ‘the basic
. ‘science disciplines at the University of Tllinois ‘gr Michigan
State University should be considered by other educational

institutions. R .

The Elements of Cost ‘L
+ . s . .
The Institute of Medicinge (IoM) figures may be more
attractive because they are lower and thus more acceptable to-
« certain constituencies; however, the medical educator will be
. inclined to consider the AAMC results ag more realistic. Each
- format represents one perception of the cost of undergraduate
- medical education.

N -

In Figure 1 we examine the IOM and AAMC education costs
with an adjudtment for inflation. We find a range of approx<
imately $10,000 tp $30,000 per year Rer student with an-aver-
age annual cost of $20,000. There 1S no question that such ©

Iy . .
levels are high when compared to general university costs per
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student. However, one must relate this cost to the.missions
that a medical school is intended to fulfili]. .

a S
< - For many years the AMA and AAMC have been Prov1d1ng a
report on medical schools' financial support by source in . -

their annudl report on medical education.
‘ Figtre 2 presents a costaeper student comparison from
AAMC data (1976)°delineating the total expenditures as fecorded
by the medical,schocls, based upon the total teaching responsl—
bility Of the faculty. Also presented is a cost per student
:, analysis of educatlonal expenditures, using the IOM-type
formula. There are significant public versus private dlffer-
entia, randsregional effects. If one™compares the average
cost per Student per year for an undergraduate biology major
\ of $3,000 with the annual cost per medical student,.there is -
an obvious and marked difference. If we were to add in all
the ‘elements not presently accounted for, such as volunteer
- faculty and hospital costs, the d1ffergn%$ would be even | Te
e greqter.' |

) The "sources of cost related to medical school expenda -

- tures are ;associated with the three basic missions of instruc- .
tion, research, and pyblic service. Traditionally, instruction
expenditures are accounted for as the ongOLng operating pro-
gram, which'is usually d1v1ded into foyr major categories:

1) faculty salarles, 2) support personnel, 3) direct ékpenses
for supplfes and equipment, and 4) indirect expenses of .

B general administration. The largest portion Qf the opératepq

program expenditures, for faculty salaries, averages 40 to 50
percent of the total. . #
' . 4 . M .
The measure most often used as a test 1in this area is‘the _ .

-student-faculty ratio. When expressed as a ratio of under-
3graduate medical students to full-time equivalent faculty, the
number has averaged approximately 1.5 to 1 for the past 5
years, However, 'this value doeganot take intg conslde;atlon
' other students taught by the fa®ilty. When totdl teaching
responsibility is considered, the ratio becomes'3,5 students,
to 1 faculty member. The perceptions have been that the lower
. the number the higher the quality, or the higher the number
. the greater the efficlency--unfortunately nelther may be
. accurate. :
i . ° ‘ : %
s¥ident-faculty measures'do not speak to the question
of the critical mass of faculty of various basic and clinical
types necessary to provide manihal instruction rpgardless of
number of students taught. Thus [far, no one has been able to
identify the craitical mass and hence determine the total ‘.

s
N . . . *
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. faculty needs of an.ideal institdtion. ' Too uch has been and
still is left to faculty whim and power—brqfﬁ}ing by strong
~—-gepartments_and their demands for resources.
. ’ ’ : : -
. The research expenditures of" the medical school, as
well as the major Federal gﬁgﬁlng of special service grants,
are designated* as sponsore program? and+are recorded as such
in the accounts. The patient-care expenditures’ase often :
accounted for, separately in the financial statements of teash-
~ gng hospitals, and qfflllate hospitals, or, in the case of
voluntéer faculty, 1n their private-practice accounts. Factors
such as ownership and cooperative arrangements between medical
. v schools and hospitals, therefore, have great impact upon total
cost. The,fprmatlon of a separate corppration for the teaching
hospxtal,State ownership, oOr voluntary sponsorship can obscure
the Teal cost of such an activity cémpared with a single finan-
. cial accounting of al} costs under unit direction. ~ '
\ ’ "o . . PRI ’ .

“~ In many ways we are victims of an historical accounting
system which was developed primarily to transact business in.
an orderly manner. , We are now asking that system td provide us
wijth cqst-analysiselnformatlon. The,systemthas not designeq to
pyovide such data, and thus the problem of cost identjificaticn
cbnfronts us. The medical administrator must g{evise new . ’
méthods for analyzing costs and thei1xw.benefits so that cost

enters relate to.the multiple missiohs .of a school.

. P
. \ / 7

e control of Costs . ‘ .

tive uf#lization of resources, such as maximizingd. stud
enrollfments within facilities, but p;lmarily by'qnders anding -
. faculty activities and utilizing them effitiently. Thexe are
mechanigms by which we can reach such goals, but first
identify the missions of a medical school and properly idgntify
c8sts, responsibility’for support, and acceptancg of that'
responsibility as a commitment 6f society. \

Table 3 présents a constructed cost view, prepared from

members engaged in education at a multimission institution.
“Note that to obtain a value §or direct-contact teaching time.

such as graduate instruction, preparation time, research,
patient carer professional dévelopment, and so forth must be

/ allocated and supported. When a school employs part-time
» faculty, usually it pays for direct-contact teaching alone. ,

“Although the—other activities “are considered necessaf},'they
« n .o . ¢ .l hd

N
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Cpsts of medical education can be reduced by more effec-

for undergraduate medfcaxksthdents, gull-time faculty activities
t

! . < .

Rl

- YoM and .AAMC data of the range, of activities of full-time faculty

~
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are not represented as direct liabilities of the school'sy
teaching program.\ Determining the proper mix of full- -time A
and part-time fac lty to support the defined missiops of an

- institution are gritical decisions that affect cost. It

then.bécomes a question for a larger group such as society R /,/f
, to decide yhe~full osts and benefits of medical eddcation
and to balance thesq costs against other prioritjyes.

g

3 ~

One way to approach the ‘problem 1s to use the existaing’ .,

data for .general Romparison purposes.  For example, the aver- .
age medical school expenditure per student is approximately
§25,000 per year. 1If a school is spending far less in one

. category, it may well have decided to defer a major objective
because of insufficient funds. Contrary to popular beliefs,
the relatively small numbers of students .in health professions
programs do ,not lepd themselves to econo'mles of “scale. , This ’
means that the least costlytprograms are not necessar@ly the
most efficient. . \

N ’ o~ :
€ A = .
Missions Related to.CGst . . . . - .
. « . “
Once one has determined a reasonable cost.for medical b
school expenditures, it must be ascertained that this repre- .
sents the full cost of the total program. To deal 'with this - ,

questipn, medical educators must describe more precisely the .
multiple missions,of health science.centers and their inter~
actions with their community environmients. Dupl)catlpn must
be avoided where possible. The age of "me, too," must be put -
‘ behind us if alternate methods of providing the services SF
the edycational experlenee can be obtained from other sources:
Oonce this is accomplished, apportionment of expenditures from i
multiple accounting sourced can be made. At the present time ) ,
we have bits and pieces but no real picture of <the whole. A o
note of caution: When ope performs this kind of analysis, >, -
one must be prepared to justify missions of instruction, - .
research, and public service on their merits ajone, rather | .
than hiding .them under the blanket of educatioé‘;o We must all -
besawire that there.is potentially high risk inwolved in such ’
-definition of missions-and coSts. o,

¥

a . . . .. - ]
Responsibility'for'Support : , P ) .
Who should pay° Table 4 displays a percent total sup- ”

port analygjs by source within the program type for all

medical schools, divided as to public, or private, for the

fiscal year 1975, as recorded in medical schools accounts.
. The table shows that: 1) Federal funds support more than 40

- ) . ‘ ‘ - . . 1 RN
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percent pf total expenditures for a;l medical schools. -2)
P State.appropriations support mdre than 30 percent of total
& expenditures in public schools. 3) Tuition and fees support

less than 10 .percent of expenditures in public and private

schico)s. T et

* * &

) Table 5 prégents data on the sources of support for 7"
_“ university-owned teaching hospitals where major house officer

edugation and patient care activity expenditures are recorded ——-
{Journal of Medical Educatiorf 1976). ~ . .

2 s
&

- Hospitals w;th State funding receive appropriations
,x:e[;resenéing more than 20 percent of ,their total income.
Third-party payers and the Federal Gav ment are the other - v
fnaiox"lcontributors.' In hbons.tage—funded upiversity'teaching

- hfS‘spi—t‘als, third-party payers and the Federal Government -

.vide the praimary’ support, . .

oA review of the dmta présented in Tables 4 and 5 indi- . -

'

'i »
A *+’’ cates the following: . .
S gk ’ @ = * ot "
DR g . @The principal contributors to -the instruct .
’ ~%T": gional mission operating budgets of megical .
.. s schools are State governments, privat¢ ' : w
L F o philanthrppy, the Federal vaerr'u?ent, and o e
ot . ’ stuitants..\. . ST ' .
: ) ) - - * : ¢ ) ’ 4y ; 43'
. P @ The principal contributor to research and oL
- . sponsoreéd public service missions is the - T :
M . . -Federal Government. . - . .
: e * . o . e
N T e « . ; . ; . - s, - i R W I(‘ .
L ° @ The prlnc:.pa/l contributors to the patient Sy o
Lt - ' care mission retorded in teaching hospitals | . L
- - . Al 3 b
GO '3 - are the State governments apd third-party - . v O
& [ el B . . .- = -y - L
v payers. R ot ; - -
&, - [N e e, . - v . » . - 'S
- ' -« . . -%

i ! * . ’ . s N

The responsibility for -supporting the cbst of* medital
education inf the past has bgen’ shfqre;i by .severdl ‘parties. It

’ /appears that decreases in_ sup] ort-of one mission are the + °

result of incréa§§s in su}f" .of 'andthef‘ mission, or may
: require .such an increase to "assare golvency. If}'an’y one sup-
- . porter is elimipated, its,share rlnust be agsdg\ed by the others.
Shared responsibility appears to bgfan .accepted principle. »
o - P S ) . ‘. J
Ty A major problem with the shared re3ponsibility cqg;cept -
H “as it now exists is ‘that each supporter.perceives itself as .
‘- dealing primarily with one missjon of medical education-while
Ve ‘ c. 3 s - \“ - —

=, s - ,
g,
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;a8 the annual per-student educational cost.
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in fact it is supporting portions of multiple missions.
Therefore, individual perceptions are limited to the segmént
with which each is delaling. -This causes an emphasis to be -
placed on parts of the cost, rather than attention directed
toward an economy of the whole. Several points seem evident,
First, the cost of medical education is high and will con-
tinue to be high even in its most cost-effective state. .
Seqond, the benefits derived from the multiple niissions of
medical edication when explicitly identified &t least balance
the costs if not. outweigh them. Third, when in proper cost-
benefit balance, the full cost of education deserves support.
Last, the responsibility for supporting the cost of medical
education should be shared by the beneficiaries in direct
proportion to the benefits accrued. ®
Society must decide how much research and service it
wishes to obtain from our medical schools and openly accep
and support these efforts, ' ct ’
should like to

are .long-term goals; however,

suggest e-immediate steps which mededucators should
be taking within, ‘edch Yns$titution. We must: 1) examine all
sources of funding, with proper accounting of these sources
and identification of what is the intended purchage’ and prod-
uct; -2) identify clearly~the multiple missions of -a. medical’
school wi€h specific.allocation of all costs to cost centers
such as undergraduate, graduate, and housestaff education,
bﬁtient care, resébrch/and so on; and 3) seek societal con-
currence and national commitment to identidfy clearly and to
accept ese missions so as ,not to dinclude such other elements
Each supporter °
fulfilled.
:, '

_ With the need for greater accountability, and with the
great interest in and criticism of the cogt of health care
and medical educatiom, it is imcumbent upon all medical
administtators to assure the public that each element is
defined specifically so that supporters can identify their
contributions, what they pu;chasé
and whpt missions are fulfilled.

-
4

-

" The

fitst be able to identigy]productsmand missions

L

. Mbdical "schools and other institutions involved in the
educatisrr of health professionals must be subsidized by public
funds as a commitment of society to support this national
resource. Unfortunately, I believe that the future will bring
diminishing Federal support now that the goal of increasing
the number of available physicians apparem been. ful-"*
filled by the financiat stimulus. We must balance the

i ~

=

-

{ s N , . T

, what products are obtained, ~

+
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contribution of public dollars against the concept of govern-
mantal control and maﬁdatory service,'if oY future physicians 7
expect continued freedom of ehoice and flexibility with
tespect to location, specialty, and-type of practicege Future
" subsidies probably will be tied to service and other.-restrics
tions and/or requirements despite the Carnegie Commissioh's
(1976) call for "a stable,base” to be protvided to the schools. £t
While on€ can argue Jj deﬁ&nitely the phildsophical aspects of
L such a choice, the only ava:lable options to public, subsidies s
.are the following: . .

] -

o

-
* -
~

@®Greater .prlvaté contributions-~a difficult

pursuit in today's environmei¥, -

- i -
- @Greater economies, which, while ossible,
- ¥ e P

-are limited. T . . i

N f . 4 ‘
-
. .Si!ab'le contribytions from clinical faculty >
. practice. -

s .
. @Greater student or pataent dongribution. :
- -

-

S

. - .

, - -
: .The patient, much like the public sources, has becom
. incggasingly resistant to the support of medica}l educatio
as P cost of health care. 1In many cases we are considerang
the| same public dollars that provide capitation grants.
Thig'comgetition for a share of Federal healtth care resources
will intensify. With the current_attacks on health care
costs, suggested limits for medicaid and medicare reimburse-
ment, hospital rate review, and certificate of need programs,
I fear that a vulnerable area may be the component of: the per
diem rate allocated to medical education. The insurance
companies, union welfare .funds, and employee benefit plans,
. themselves under pressure for economies, will look to this
area |as a possible point of cost reduction. % broadey base
from either State tax dollars or-increaséd tuitions seems to
be th only,available)alternate source of support.

.

.

htle I believe most would agree that #Medical &chool o
education has been a bargain for many years, there ar® those
who advocate ‘completely free medical education. Such an
educational system would be accompanied by the correlaté of
long—-term obligatlonéitouthe State. The issue of incxeased
‘tuition payments is a complex problém which includes such

. ,variables'as: 1) student commitment, 2) supply and de R
3) future earnings-potential, 4) free enterprise, ang?5) the
.right of. the purchaser to have a greater voice in dftermining
the product.

. -
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) Physicians. do earn.great economic rewards but, as Dr.
f’Relnhardt (1976) has recently observed, sq do many others;
%{ and this income occurs at the bther end of one's career.
Dx. Relnhardt notes that phys1c1ans income represents “only
12 percent of the total of all health care costs and, based
on 1975.costs, a 25 percent reductivn in these salaries would ,
‘decrease expendltures by only 2.7 percent or less than 0.2 .
percent, of the GNE~ {grdss nat10na1 preduct). Many students
-carny great economic burdens, having incurred significant
debts - from undergraduate education. Each year of medical
school becomes more costly for basic maintenance, and the
total cost burden, including tuition, carrled by the stu- .
dent will increase in the future. These‘hlgh casts need to -
be carefully balanced against what fhe student and family
can reasonably pay. Moreover, countermeasures should be b
taken to avoid the adverse effects upon total health care

cosfs of graduating into practice large groups of practition-

ers who'are encumbered by debts so sizable that they feel
obligated to ligquidate them quickly by h;q% fees and earn-
ings. 1In addition, we must be cognizant of the service . .

payback programs and long-term debt amortlzatlon . .

- - -

In summary, I believe that the previously favored posi-
tion enjoyed by medical and health profession schools in
, commanding a large share of public and private resources °
will diminish. State governments will, in turn, experience
greater demands to replace Federal subs1d1es and will expect
accountability by graduates to respond to local and regionai
needs. There g#ill be increased scrutiny of the allocation
of health care service dollars to education 4nd in part
« these reduced funding sources w111 be replaced by increased
contributions from students and greater identification of
cdst-centered funding for research, patient care, and other
activifies of a school and :its faculty. e must continue to
emphasize to Federal, State, local, and private phllanthroplc
of£1c1als the need to fund adequately all these functions as
nationat and regional resources. The loss of adequate fuhd-
ing for even a bz<1ef§ per:.od c8hld have a destructive impact
upon the health and phy81cal well-being of our Nation and

society in general. e
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THE PROBLEM OF COST

- P
. N .

. J Roger J. Bulger,,d(.D.
’

-
‘

. We were asked to amgwer four.questions which can be
s summarized briefly as follows: 1) Can medical education .
. costs be reduced? 2) Should there be continued Governmment
“ subsidy at clrrent levels? 3) Should postgraduate years be '
a, sibsidized by cdare dollars? 4) Should M.D.'s pay mote of
their education? s L

.

‘But a fifth question should be added: How difficukt.
) * or easy will it be to make wholesale changes in the currept .
situation?*

For-my part, I find these questions to be second order
questlons, the answers_to whlch are to be founded upon more
basic and fundamental consi erations. Realizing that such
a comment may indicate that I have no intention of answering
the .four questions directly, let me do so at the outset by
‘indicating ‘that for the time being, my answers are: Yyes; .o,
yes; ldearly, no; and yes. Having said that muc? let me
proceed to what may be thé more fundamental concerns. ) .

. "

LR - The first observation I might make is ‘that these ques-
tions are now qeally public policy questions, matters Zhich
involve the publlc general}y and which are no longer strictly
within the parochial purview of professxonal educators, .
sc19nt1§ts, or studbnts-—and it is noteworthy that no one,
representing the latter perspectlve is on our pangl. LI w

j' Each quesfion essentially concerns values to which there N
is no immutable, obvious, or completely rational or correct hd
response. In each case, today's right answer may become

. tomorrow's mistake, since any answer to any of thése ques- ) PRy

tions is interlocked with prevailing’ societal views of health, e

disease, doctors, and the vafious health care establlshmepts.
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Such mat€ers as the following have a strong impact on .
socletal answers to our four questions:*

(4 . - [y
‘ * o

@ How much do we value health?
- 4 + . « ° .
@How much is'high technology in hea¥th to
- . » be esteemed? How much will we continue to
invest in artificial parts and dramatic
3 individual interventions compared to pre-
- , ventive-measures and mass behavioral ' 0y
approaches to changing habits that impact i
{ health? How effective ‘'will these mass be-
. . havioral efforts prove.to be? How suécessful
, 0 will we be at cornitrolling health care costs?
of what nature will be the public's general
attitude towarq sc1enfe and technology? How g
successful will physicians be at sustaining ‘”f/
-

théir profess1on s identity, integrity, and:
high publlc image? How soon,-if at all, will,
physicians' exalted ‘economic standing ton-
tribute to their decline from the premier
. place in ﬁoc}ety? How successful will -the .
. wrofession -of medicine be at developing an -
identity with heﬁlth-fmomotlon as distinct .
L " from a singular focus on’disease? How much
of the blame for the splralllng health Gosts
will the public place‘on doctors? .

'
-

\ ~ v

<

i in essence, I believe that society at some point will - ,
“ say, 8 percent of our GNP is the limit to'spend on health
care~-or 9 pexrcent--or 10 percent--or “—or 12 percent--or it is
only worth 6 percent . Moreover, when and where that bound-
+ ary is set will surely affect &ow much soc:.etyuwill pay for
the educatlon of its most visible health professlonals.
°In addltlon to the value society places upgn medic1ne,
medicdl sc;ence, its exigting practitionexs, and the effective-
ness and efficiency of currefit health care, other fundamental
societal concerns will impact on our four questxons# such as
our national drive to equality of® opportunity. We must ask
whether medical’education shall be open to all deserving citi-
.zens regardless of ,their ability to pay; whether America still
holds £irmly to the idea ofs a university that includes the
1n§t1tut10n as a storehouse of .knowledge andgialent and infor-
mation for the benefit of ourselves &s well as our progeny (and
- I fear for the maintenance of this latter a aspect partlcudarly'),
yhether soc1ety wants the s€dte to control all such endeavors,
or whether it wants the State to be akle to exert & moderatlhg
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v ~ .
+ ‘or influentjal force rather than holding total control; and
we must ask how strong our national stance shall remain
vis-3-vis thé, desirability of dlverSLty and heterogeneity.
Iﬁdlvxdualxty may be sloppy and in sonfe ways inefficient and -
uneconomlcal, but we tend to be’lieve that it 1s generally
more desirable than one central and natlonally unifoym way
of qp%ng things,

.

0y

v

’ \
N If our i%deral Government gets too powerful a hold on
" the medical educational budget, let no one doubt that its .
operatlves will uke that hold to make any and all kinds of
Substantive changes the ey think desirable in the educational
process. We should be wary of that and we should, I believe,
magntain a healthy respect for diversity. As with research,
we do not want one small group of judges to choose the tar-
gets’and decide how all of us will attempt to hit them. Let
. me- turn agaln to the specific questions gosed to our panel
and further develop Ay own answers.
~ = .
Of course, educatlonal costs can be reduced, but ope To
hastens to add that in some institutions the costs probably %
should be increased to better provide the elements of. an ade-
. quate education. Flrst,xeducqtlon costs ought-ta—be_deflned
and, agreement reached as-to a single method for measuring
these costs in all medical schools. I had thought that a
uniform cost accountlng system would be the most important
single qutcome of the IOM study and I still believe that s
medical educatiom generally would be better off if the educas~
tional establishment could come to a concensus with the "
concerned public ‘and governmental constituencies on an appro-
.priate cost-finding methodology. I suspect such an attempt
wotild meet with' resistance because many institutions may be
afraid of what the lmpact mlght be of agreeing to any onfe

¢ Such method.

As most medical educators know, many educational activi-
ties are also associated with other activikies.and/or other
products; thus one can either increase or dégcrease the imputeg

* cost of education by assigning more or less of_the jgoint
product costs to‘'reseafch -or care.or servicg than to teaching..

. Tt.seems clearsthat in some institutions, education dollars
aye supporting research, while in others research is support-

*  ing’edicdtion. ) )

. . s N\ .

\ Obviously, the simplest way to cut costs”in a labor
intensive activity is to cut personnel. 1Indeed, the IOM
,Study showed that the major difference between high and low
cost medical schools, was in the faculty to student ratio. It
is my own belief th#t the multiple outputs of medical schools

[mc o o
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{graduate students, re51dents; resgarch and so on), taken :
. in the aggregate, do justify society' S investment. The J -
v chalrénge for the future lies 2an Justlfylng the educational
dollar per se. For me, this means separating out with accu-
tacy and consistency those costs attributable to undergraduate
education and making those dollaxs as cost-effective ap
possible in meeting each institution's educational objectives.
As fér whether there should be éontinued subsidy at .
s current levéls by local, State, and Federal Governments, my
.answer is "yes," but that subsidy must never become so large
- or dominaﬂ%’q§ to become controllinyg. Public and private
- institutions should stand and flourish. The different
missions appropriate to some priVate schools as compared/thh

2+

public institutions should be catefully respected and cher- .

, ished. +In our zeal to be responsive to public concerns and -
- relevant to sacietal needs, it is crucial that we value the
- independent search for credtivity, excellence, and quality

. that”1is especially 1dentified with america's great private g

uan&rSltl&S, . Eor me, the essence of the interface between ©

public and prlvate in a prlvate medical tollege is a delicate*
balance between some public influence and ultimate private,

’ control, )
, B , .

° Obviously, State and local “investment.in medical educa- *
tion is a complex subject, even 1f one decidedyto focus on
one locale or one State, much less tht whole caantry. Because
. of this complexity, I will not attempt to explore this sub- -
.ject, except to say that it would seem unllkeiy that funding .
from such sources will increase, at least when consldered " p
collectively., - A . &
’ .
Should the postgraduate years be subsidized by ‘patient .
care funds? My answer r’o &his question 1s, "no," assum:.ng
alternatives are foupd. This ds a»bxg assumption because
"education" dollars .are, aven more sg@aree than "care" dollars,
and I presume thls clriihstance is’ the* ba51s of AAMC's é
resistance to changlng the currdht fundlngapattenn. There ~
‘is an equity Juestion ag to whetherwgi ‘8 -moreappropriate
for users td pay for thgeducation ofprovx&ers w%gn they pay -
for servicgg, or whether those eau 1onal oul@@be. Moo
%nd al %efntla‘l e
: patlents—-that is, through the tax ystem é@' ’
- a

-

met by contributions trom patidnmt 3

.
bt

2 On the'ona.hand, -one could develop a lo 1cal and -
pellung argument for Federal support and ‘su equen o rol
of postgraduate training, because t@en a qentral ptrann gp
mode cpuld work coherently at meeting manpower needs. ',
Alternatlvely, since there is a greater correlatlon_betwpeg

: N
o ' e é;
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‘place of residency training and location® of practice than

there is w:.thdm'edlcal school locus, the argument has been
advanced thag State Governments ought to provide educational
funding. This is a%ready belﬁg done in many States with
mandatory fam}ly practlce reSLdency pregrams . .7 -

PP

* My own preference is for the latter approask because = \\;
't llnks_the_sanLdy moreaclpsely -to regional needs. It .
@an be used as an additional lever to tie residencies to the
. atademic health cent®r. Here again a-uniform cost-finding
method must be:adopted to impute the proportion of refidents'
stipends which is an educational expense and should 1
,therefore, be charged to health care. A third optlor\wo
R be to asgk the individual resiglent to bear the educational - .
| cost, working through a-modified "Yale plan” of deferred _
repayment of a Federal or Office of Economlc ‘Opportuhity bank

loan. . . -

T3 ”L’

The answer to whether M.D.'s should pay more for’ thelr .
own education is affected by future control on phys1c1an
income and/or tax reform. These pqssible chang s notwith-
standing, I find most appealihg the potential bgnefits of a
. . modified Yale plan for medical students, 1in which a proportion
of annual income is donated to the School bwthe individual
rather than via the Government .

i, ~
Although I wish lthere possible ‘to wait andgsee how
the current generatlon of students handles” their fees and
incomes, I cannot see society being able to tolerate much b
longer the gombination of fantastic physician jricomes and
equally fantastic educatlgnal costs which the tubhc‘ is
being asked to support in ever-increasing fashlon. On balance | %‘
I find most compelling the argyments for at least 'some subsidy” wgﬁ%»
. via the student to the lnstltutyon, even though® this may(do -
viglence to the time-honored -goal of public edycation to keep
. tuitions ldw. If the subsidy comes via individual students,
they will become collectlvely a more important constituency -
in program determination; and I think that is a far hedlthier

)
-

s;txatlon than to give that influence to the Government. . v
George Wright's article (1974) gn.financihg medical edu- K
- cation is useful especially in that it demonstrates how . -

difflcult it lsﬁto find perfect solutlons tc these problems.
In my own view all four of thesé questlons have answers which
‘are interrelated. I do not believe we now know empugh to _  , -
, make the most intelligent cholces and suspect that' more care- '
ful and detailed analyseg of various options: would be useful
and enllghtenlng. No matter_ how careful are our logical A
anaIfees fro® first premises to l?st, change when it comes
. 1

% . / ., »
i 3 .

¥ RAFuiiText Provided by ERIC -




. . ~ ’

4

is lideely to be political, piecemeal, and incremental in”
nature. We arrived at this pdint by using whatever.xesources.
‘&ere .available to get the job done, and logical attempts at
¢ wholesale restructuring of the entire system in a more co-
hérent way are likely to do more harm than good--unless the.
.effert is exceedingly well planned. !

N *
.

— In summary, I belieg‘s”most institutions must move to

cut seducational costs or at least prevent them from.rising;
Government’ subsidy should be sustained &lthough at least
sqme, of these dollars might flow t& the medical school through
loans to indiyidual students; and medical cate_dollars should
not support resideiit educgtion if adequate alte¥nate funding
cah be found. -

4 Q. - e
Lastly, it seems"nevita-ble that M.D.'s will be under
congidgrable pressure to assume more of the burden-for their

. own educations, both at’ the undergraduate and postgraduate
, levels. v é

L)

,
'

- The need to make some progress on at least some of these
items is the result of, the graduaJ/ﬁxt inexorable coming
together in tHe public mind of tfie following: high cost of
largely Government subsidized medical educatige, the finan-
cial status of physicians, the belief tha% physicians create
their own de in" part generate escalating health care .,

.- costs, the developtng theme being trumpdted by a few loud

c"; *a voices that the medical model creates more probléps than, it

solves, and the determination of clearcut physiciah shortage

L areas that seemyto defy correction shor't of a mandatory

*’,’ placement via something like the N'ational Health Service

Corps. If the profession continues to fight'off all initia=-

withdraw its trust, turn on the préfbssion, and substitute
- by éoverri!ﬁénta; fiat highly disconcerting and perhaps destruc-

<
« ' -

tives that addresg these issues, I fear the public may suddenly

tive major new initiatives. . -~
- . v . < . . Ed
- - . (iU
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THE PROBLEM OF COST
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Today's Americar medical establishment is grappling ”
with a wide spectrum of issues, rd 1ng from the definition
of death and euthanasia to the rising cost of health care,

In particular, utilization of reSources has recently become
a topic of scrutiny. Whether it ‘concerns kidneys or dol-
lars, qyestions of utilization have evoked responses, often
conSplcuous b} their lack of substance from medical, regal,
and governmental institutions of this country. Included in
this controversy of cost“utilization is the funding of-

medical education, namely, who should finance it and under,
what condidons, .

\ .
The purpdse of this paper is to present some critical
financial issues, explore in detail a few of the ‘major
points, and offer suggestions to possible solutions.

The first question is: What coéts are we dealing with,

“in discussing medical education? From a-fiscal vieW901nt,
a recent afalysis (Challoner 1974) estimates the cost of an
. undergraduate medical educatlon as falling betweep $16, 006
.,and $20,000 per persoﬁ per year. This is in comparlson to
.a cost of $6,711 for the education of a graduate student
(Jussin and Mueller 1975). It is estimated that State and
local funds supported 18 percen; of _this gost in 1971, a
sharp decline from the 34 percent share in 1947. Support
from Federal funding has increased, however, from 20 per~
cent in 1947 to 45 percent in 1971, with a high of 55 per-
cent in 1968. The remainder of the cost is met, for the
most part, by medical services income, with private sector
contributions comprising only 3 percent of total support in
1971. Studént contributions, almost 17 percent in 1947,
no# average only 4 percept of thé total educational cost.
There are inherent difficulties in’studies of medical educa-
tion expenses, arising from 1) the somewhat arbitraxy .-
evaluation of faculty allotment time to educational duties,

N -
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2) theamnount of. research "basic" to medical educatlon, and
$3) the hospltal reSotrces necessary, for students.: Yet,
N regirdless of. small varlations in analytical %echniques, the;
point id made that medlciizfducatlon 1s;éxtremely expen51ve.

A

\, : -
A recen% study (Jourhdl of Medlcal~Educat10n 1975) break-

iqg down components of medical 1 school budgets isiof p rtlcular
1 terestiln .that it reveal the wide varlety of expendltures

t
andS ultlmately, total coSts from % n*to institution:
“Table 1, for ‘example, shows the remes between two types of,
institutions. dar :

;m
o

.. TABLE 1. Comparison of Two Sets of "
.« Medical School Budgets, )

Budgets in Thcusand Dollars °.

g

T iy

& )/—- . . -

Total ™ Institutional . .

Cost Expbnses Research  Climcal
’ .

2, : , 10.0_

16.4. N3

¢

3:8 .
3.5

-
~

- In spite of the limited scope ®f analys:.s for thg study . >
tonly eight schools were examined), with the exdlusidpsof mindxh
regional cost differentials, thg results show that a -large
portion of medical education expqultures involve support of
research, Research expensesirange widely ampng institugions
--stud;ed,'f a high ef 38 percent in the most expensive
"institutions to a low of 22.5 percent in the least expensive
~ énstitutions? Interestingly, while the absolute figures.vary, .
the portion of expenses alloted to instrygtion differ only;
slightly between institutions, that is, 36 percent in the most
expensive 1nst1tutlons versus 39 percent in those least expen-
sive. Wwhile admlttedly close coordination of teaching and.
patient care responsipilities 18 essential for student train-
ing, thus making difficult the Separatlon of education costs
from ‘those of patient care, 1t is clear-that institutjonal .
differences ih total educational,expenses reflect in large
.degree differences in research expenditures between schools.,

In short, medical education today involves large capital
investments, mainly government borne, and has a large basic
research compbnent included in 1ts cest. The 1976 medical
student is subsidized to a qreater degree than his or her 1947
counterpart, who paid then only a fraction of the real gost “of
education, These points are not generally apprec1ated by
many, ncluding students themselves.

Kl
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o~ ,Ehe prev;ous d;scussxon concerning .the cost analysis -of
«* medical school exgenses is essentially‘quantitative and, to a
4 certain degree, objective. The subseguent segtions, cqntaln-
<" ing views supportive or critical of the present financial °
structure, are not quantitative since they deal with value
judgments and certain inherent biases. I shall now turn to**

, the igsues of controversy and summarize the major arguments
B of each position. This st¥ke is adopted in hope of present-
i ing to the reader not only the 1issues themselves, but alsé a

cross sectlon of the divergent views. '

AR _ The key issue of who should pay for medlcal educdtion
stems from the age old.controversy concernlng who benefits _ .« .
most from educatlon,-soc1ety or the 1nd1v1dual Many pro- -« -
ponents of the present system whereby~ -Govefnment supports a
large share of medical. educatlon take,the position that medicdl

. e8ucation provides an essential service to “society by provxdlng
a steady supply of physxcxans, thus 1ncreasxng the overall .

e standard of, llVlng'Wlthln the general society. _The learnlng of s
v medicine then satisfies a desired social obgectlve, ind should =~

s, ~be sub;ldlzed by society. Subsidies arée made ‘to education in

R |.geheral, it. is argued,. an and it is ridiculous not to finance, the,
e £1nal steps in the process of. producing health professxonals,

. be they physlclans, dentlsts, nurses, veterinarians, or me and .

w3 =~ women in allied fields. If it wants doctors, sdciety shou%d .

- encouraée adequate training thxough adequate fundlng, according .

“ to* this v1ew.; It ls further "pornted out (Science 1974) that .

one~fifth of ,the” total phy5101an gopulat;on in the United .

» L States is now comprlsedmof fore1gn medical graduates, who are

' . ained at no expense to U.S. taxpayers, and “who would comprise |

. the graduating classes -of 40 aVerage size U.§. schools. o
Americans are actually undersupporting their medical personnel, -
and more Goyernment subsidization of schools and students

. should be odcurring. -It is mairftained that the U.S. should
stop siphoning the medical traigees from other nations, hence .
“ augmenting these countries own, shortages and‘taklng away from
« them résponsibility for flnanclng thelr own health care systems.

'

PRI

“ -

LI aContrary to thlS, the position taken by many critics of !

present medical education f1nanc1ng is that meflical educatiocn,
’ . like other forms éf {5 her education, more dlrectly benefits

- the recxplents.of the ducatlon than those in other fields. It -,

. X lslhrghed that phys1c1ans are among the highest paid members 'of

. * . society, with an average annual salary R approx1mately $45,000

.and lifetime ea!nlngs in the neighporhood of $1% mllllon.

Government should not be supportlng the educatlon of people who,

upon graduation, will reap .huge financia} windfalls without

obilgathn. “It is maintained that Jstudents should be held
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responsible for 100 percent of their educational expehses and
be forced to deal with either private institution% or Govern-
ment for funds to finiace their training.
. '
" Thus, two views based on different philosophical atti-
' tudes can be presented. Which argument ‘on this particulan
issue is more acceptable, mgre‘Justifiable,‘or more-correct?
. One is forced to decide. vYet, this decision may seem blael
s and white compared to the second controversy related to the
© financial issue, namely, personal freedom of the students
involved.

.
- . “ .

- -~ .-
- e Critics .of thé sent systea argue that Government fund-
ing in the past has pldced ne obligation on students or schools *
¢ except that the money bp used fér educational purposes. This
has led to expansion of facilities and production of mere
M.D.'s but has nct alleviated health problems in“many areas . .
‘because of a maldistributiofn of physicians. Impregsivgﬁsté—
tistics point out that physician population ratios are much
. lower in innér city and ryral areas than in whitg suburban
‘areas. Thus, despite their tax dollars supporting medical . -3
’ education,'cquain areas _get short changed. A solution to thMs
s '* inequity, according to §§g§onengp of .this argument, would be to
- place gtipulatigng\on students and schogls in acceptihg Govern-«
ment funds. £Alleviating maldistribution and, hence, improving
~ ‘genéral health could be accomplisited ‘by charging students full, 4
) ‘tuition for'their education &nd allqwing them t& bortow money ~
£rom the Government in exchange for a yet unspéc;fied number of J
" Years of. service in a specific Goyernment-assigned area, in
this case, one having a shortage of physicians. To ensure
success of this "service-subsidy” program, it is further pro-
posed that Government funds should be used to suppor} schools

- tudents only if a.certain percentage Wprobably 25 percent) . *
* \:?dgfég:r the students of the entering\claSS‘or the entire stu-
deﬂt,p ulation were to accepte Governmept service-subsidy o \\\k
% funds. This'measure would assure the availability of enough . "
physicians to solve the maldistribution problem in health care
quality. 4 FS - N
[ . §¢ ] R
# - " Opponent of the idea of mandatory sérvice-subsidy . N
finding--those in favor of no restrictiong on subsidies--argte
from a variety of positions. Some people feel that char ing.
full tuition, with only Government service flnanqing as a
reasonable.method of students meeting tuition costs, would . N
* ' __result in'425chism in the studeng.population. Wealthy students
would’bé able to -afford edug tiénal costs no matter how high,
andl they could enter'the,lucCative specialties and subspecial-
ties, while poorér students would be forced to accept Govern-
ment Service as a prerequisite to ente;inq medicine, thus

-
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spending years in possibly ur;wanted primary carg positions in
~ unattractive areas to finance their education. 1In this manner,
. 'it 1§ felt, 1nequa11ty of health care in soclety would be con-
. verted to inequality of studént opportunity based, n on -~ .
o ability, but on wealth. In effect, poor students wo be //
forced into acceptlng a physician draft to get their medical
° degrees: . . .
- -y N
The*alternative, din line with this viewpoint, of a stlz
dent borrow1ng money from a prlvate source.at 10 or 12 percent .
1nterest vn'tually precludes any student upon completion of
. his or her education from moving £o a poerer arear Even if
the desn:e to d% so exists, the medlcal school graduate is
confroff€d by practical concérns. The amount of debt .amassed’
may dictate a move to an area where assurance ‘of as much re-
: 1mbu:;semen4: as possible 1s glaranteed to more quickly diminish

educatlonal _debts.’ - , .
” \\ ' N . '_ ’ v

* Other arguments -b?a?/‘e,been constructed against servicex

L v . stipends. One can argue that all edugation is subsidized-+to
e some -extent .and “a dangerous precede is* set by allowing . *

“Government, through its support of education, to dictate”™ .-

. _J4based on future guarantees of service to the Governmen®) .the

y - terms of who should be admitted to a given profession, in this

~ case, that a percentage of the student population must accept

Federal serv;ce subsidy grants. Allowing Government to con- o
trol acceptance® inf a professmn based upon its determlnatlon )

s« of the need for a.glven skill 1s contrary to our soc1al and |

.- legal heritage. It is'maintained that the’ igsue is whether

o Goverment should bet allowetf a hand in selecting applicants to

a profesSJ.on based, not merely on sex or race, but on willing-

ness to serve the Goverpment as well.' It cqn be argued that -«

with ‘the hlghly competlt‘:ve nature of today's medlcal school

' - admissiofis process, , it is likely that all but the most difted
students, in spite of financial position, would acdept the
Government's te);.'ms for subsxdy. By accepting the subsidy, he

. OF she might better increase’ the chance of acceptance into
medlcal school, ‘given the requirement that 25«percent of the
class emust be composed of people with *Govern?nent subsidiek.
This practice would place even wealthy students, able to pay

y all gosts, in the poslt:torn of a.cceptlng ﬂovernx,nent service as

Q condltlon of “gaining entrance into médical school.

.

-

. Finally, cr1t1cs of’ Qservz.ce subsidies contend thatt.the
mogés common argumenﬁ' for® institutgng this plan, namely mal~
d!strlbutlpn, is itself specious. As yet no author, govern-,
mental-of otherwise, has been able - -tetetate what -the optimal

" . physwxan?'populatlon ratio is or even, mdre speclfl'cally, at
Py ' what pomt 1ncrea81ng the physiciap/patient ratx,o would lmprove
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| health care. The inability of the Government to oncretely
define what is.meaht by quality health care and, even more
*, . important, to determine the cost of such caré to the taxpayexs
weakens Govermnment's claim of the necessity of regulating .
education for the reasons of improving maldistribution apd
health care. What is being improved and to what end is the
¢ ' question these critics want answered. Since ther® is general
agrqement that environmental effects play a more impQrtant
role in improving public health than physicigns, has Govern-
ment's record in such areas as public housing and pollution - *
control, to name a few, been so outstanding as to warrant its
entering'another faield, namely, medical education? A, tommon
- view of Government officials 1s summed up by_the following
letter to the New England Journal of Medrcing\(l974)4 "They
can't win a war pmanage an energy, crisis,, control inflation .
or even run an honest house , ., . incompetent meddling fur-
® . ther compounds ‘problems as happen$ with everything big’
Government gets involved in,? - C £~

.
s 2 e . .

Thys,- I have presented the major points in the present-
controversy over medical funding. -1t is obvious that-I"feel
the only realistic. means of financing medical education is
either from public resolrces or from the individual student®'
« The inyate sector, once responsible for 10 pekcent of medical
budgets, -presently contributes only approximately 3 percent of .
» them. While this might be slightly increased, Iffail to see
priyate gontrfbutions as anything more than token support,
simply by nature of the amounts of money involved. After con- -
structing the yarious arguments; I was led, to further scrutin-
ize the issues at hand. Two points nked to be expapded.
1] .

First, concermimg pRysicians' earnings and the fact that
’ + only 4 percent of medical costs  are paid by students, talks
with t#k experts reveal some interesting points germane to thé
. .* discussion. The aVeragé phyéiciﬁn earns approximately $45,000
- a‘year. Estimating the anmial income of a college graduate to
" be approximately, $20,000, 1t can be calculated that the col- =
« ' lege graduate will pay approximately $2,500 an annual taxes .
. ..compared t£o the anhual average of $8,000 paid by, the physician.
The estimates assume itemiZing of deductions for both, similar ,
- family *situations, and housing values of apﬁkoximately doubig) LM
the, yearly salary (an accounting standard). One obse{vatio - -
is "'that in less than 20 vears, the average physician has re-
paid the Government thé full cost of even the most expansive
. * ' 'medical educdation. Thus, Physicians are in effect good
investments for Govérnment qn urely fingncidl grounds sincé
i another 10 years (or, in a tdtal of 30 years) taxes. will be -
collected frém the physician:at a,higher rate than that for
“the taxes of a.college graduate (approximately $55,000 in

.
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tgotal). There isyyet another observation, that some individu= , au-
als will earn anaJpay in taxes large amounts of money without
.. educational subsidization of *any kind, for example, rock stars | ") =Y
% ."and athletes. Yet, on a statistical basis, educational level ~ 4\
is still a sblid indication of inéome and tax levels. Thus, *
physicians, through the taxes they pay later in their careers,
reimburse the Government for any subsidized education, -at .
least for that obtained in pubkic schools . ‘ '
ae - v 5 B
- - «A second point concerns the iésues of subsidization ser- .
S . vice grants. Personal cpnéersations with lawyers have con— t
. vinced me that according to_present laws, students can default
o on Government loans at graduation and can only, be held legaily
$a o . responsible for réim@prsing the Government of the face value
- of the loans and the acqrued interest., This,allgws the pos=-

o

o, R -

¥ &ibility (no doubt already arrived at by some) of studepnts,
¢

b3

.especially.wealthier ones, taking Government funds as an edge”
for'ga;ping medical school admission and later refusing serv-
. ice '&;‘sanevconvenient time, preferring to pay back funds
rather- than to fulfill service obliggéions. This behavior
) + . would obyiously’defeat the purpose of the entire program, and "
maldistribution.would continue despite Government action. -
Two possibilities exist; one is that laws could be changed,
‘%ith heavier penalties to those who default. This action, I’
o . ,am advised, would be subject to lengthy, expensive court
. #%$¥ | ‘challenges which might altimately fail to uphold such a law. f -
B The other possibility is that the alleviationof maldistribu- .
tion, Government's main concern, might be better approached
* < through admissionsfcomﬁittees and new types of medic® schools
-+ guch as the Rockford and the peoria Schools of Medicine in
the Uniyersity of Illinois system. These share an émphasis on.
selecting the .typg of student #¥hose background lends itself to

¥ siwller community living and on providing the type of educa- _

SOSPIE
KA

: Y . tion that allows exposure xO rural gopulations and their @ea-.
.% ' _ical problems. Which alt rnative will ultimately be chosen
depegds to a lgrge extent ;n the success of programs like ' - -
. these. . N A ' . " -I
— be . % - . .
\"_a,;g: - N ~
@b 2 ‘ After weighing theaprevioui_arguments, 1 have becomg

convinced ‘that funding for medical education is'a responsibil-
,-ﬁgﬁfy of governmenp'at all levels and the individu§1 student. A
‘reasonable compromise, I have concluded, would be for students
Too- to pay what I have termed the "instructional cost" of their ,
' education, that is, $6,000 to $9,000 per year oOr 36 to 39 per; ,
" * cent of their total educational cost. Govexnment .at all
e \ leyels, but mainly Federal, wolléd assume respon§ibility for the
PR remginder of 'the medical school budget, or 6Y.-to 64 percent of
: the total ¢dst. . This proposal, although arbitraty, has a con- .
crete basis: Students would be financing only the  instructioral .
~ . *
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cost of .their education, which is the area most directly ~
¢ affecting them, whereas Government would assume responsibil-
3. ity for research expefiditures, which are used directly to
3“ . benefit society as a whole, and hospital costs, whiq& have a
Jarge pat%ent bgnefit'componeqt. . - ~ L T )

.

" In addition, the problem of students financing this
- $6,000 to $9,000 pej\zsd% in tuftion fees could be solved by
e ingtitution of an income-contingent loan ,fund of the type
: described by Priedman and Kuzents in 1945 and applied to
medical ‘financing by Strauss in 1970. This plan works like
"insurance in reverse".in that the=student receives educa-
tional funds or "benefits" durihg the school Years to pay for
education and, in turn, promises to pay the "premiums" cover-
ing the amount loaned plus interest when he or :she begins : .
. earning fair wages. There a#re numerous variations to this
- basic 'plan, mainly' concerned with methods of repayment, but
suffice it to say that whether.g'fixed percentage of inc¢ome
3; or block payments agg.hsed in repayment of the debt, the pro- . .
«fbram allows students %o pay-the cost of their education based - "
o “on their future earning potential, The mair problem in insti-
" “z?ﬁbtuting such a progfam is that a large amount of capital is
B . neceg&éry to finance the initial portion of the program before
o it becomes. self-sustaining.< Federal Government, with the
. money‘iéﬂsabes{f;@m\disponﬁiﬂufﬁ%‘d%A ct capifation payments
for siu@entqeducatéoh, would be an Qﬂé@l candidate for initj-
.. atingysuch a program, sihce yiffﬁéily no sypport of it wﬁuld
: be required. ' . .
.~ NN

v

\ -
o)

- This'prqpbéed program has certaip appeal since studentsn
ultimately would be financing.a greater portign of ghéi??edu—
cational expenses, and Government funds would be released after ’

o a flew years for use in othe{ areas.’ Yet, this procgss would

. &~ occur in_such a way as to allow the student flexibility“in his

: or_her ultimate gcals and does not dﬁctate‘tha%'be or ghe rush _

heddlong into moneymakiiig ,to repay loans quickly. Government,

on the other hand, slowly decreases!its total support of edu- *

) cation and initjates a self-supporting income contingent loan

' plan at the same tinme. to R - A

AN N .

> s °

-

£

f

. » ':* The advantages of:thiq plan over -direct capitation‘is‘

- " that the Goverpment graduélly'reduces its share of health edu~
-caéion‘costs, and hence might channel thesé'rgsourqes into .
obther health areas that need financial support. The advan- L .
“tages of this plan over direct student payments that cover -

total educatidn costs is thét‘studeht§ would be held respon-
8ible Yor support of research and .hospital aosts, which are

- of more'general benefit to society than are instructional -

" costs, which relate directly #¢" the studeht. /;
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The'goals of any funding program for medical education
must not only be adequate in terms of flnanclng, but also
with regard to conSLStency, in the sense that programs be
allowed to develop and grow unhindered by lack of resourcesé
Students .in schools have a right to demand fair treatment in
funding of their educatlonaé programs; ‘the public has a right_
to see that its money is spent in its best interest. By
involwing both elements in the funding of medical &du
it is foped that the physigians of the futureswill n=
sive to society's needs, and society, 1in turd, will con-
scious of thé demands of the medical profession. JJGst as the
issues are complex, so are the resolutions, necessitating 4
coordinated effort between Government, the medical éommunlty,
and the physicians of the future in providing the medical
educition and a health care system for the future.
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_ ' Chicago or in Urbana-Champaign. It is also lear that the

e
"John E, Corbally, Ph.D. -
The 6verall title-of this Bicentennial symposium pro-
vides one suhject fgr discussion which has, not been covered
fully by the panel sessions up to this point. The term,
"contemporary world," has a certain conciseness and impliéd .
clarity which lulls one into believing that we do understand 4

what the-contemporary world is. The term is a generaliza-
tion which will be analyzed and perhaps even synEhggizgd
this, afternoon. under the heading "One World or Many...," R
but even that discussion may dismiss lightly the meaning of

© "contemporary."” As I attempt to consider the costs of -med-

. jcal education, I am struck by the need to consider “why," <
wwhere,".and “"when," as well as the more common terms . "to ‘o,
whom" and "how much." In these days of "accountability” ag& ’
of "cost-benéfit" analysis, it is not enough to project ayer- ’
;gez‘of national cost data per Some:unit for “any activity in

rder to arrive at estimates of avgrage costs at some future
J4ate for that activity. If I restrict my vision of the gpgldw'

to Illinois, it is clear that the costs of medical veducation’ ,
conducted in Effingham may differ from thosd conducted in * ' ¢

“ costs to produce a specialist member of a medical factory aré
different than are the costs of producing a Marcus* Welby--if,
indeed, 5ither is what we_want'to produce. Furthermorg, one
needs *to consider the contemporary or  future makeup. of  the o
medical team: What kind and what quantity of medical practi—‘ i
tioners are funds %o be spent to produce? If technology
increases fhe capability off computers and other telated- tech-

.~ mnical apparatus.to assist in the g;actice of medicine, will

.we jncreisingly consider the preparation of medicel program="

, of medical equipment service persennel, and of medical
equipment operators to be part of the cost. of medical educd- '3§?4
on? What portion of the cost of technological hardware is -
to be-a part of the Eost of medical education? ’
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¢ Another important question relates to_the roles ‘of
various groups and individuals in definipg the products of .
medical education for which "production costs" are to be

. " education, I have wondered aloud about the. possibility that '
swe are having support problems because we are providing gerv-
~ ice$8 which we, as professionals, believe the people should-
want whide the people themselves neither want those services

nor want to pay for them. Could it be that in dur profes-

- sional zgal to prepare the perfect contemporary medical
practitioner, our definition of "perfect” ‘contains more cqm-
ponents and requires more dollars than may be required-by the

- people's definitign of "perfect." ‘while I decry what I con-
sider to be the new mantle of expertise granted to those with

he needs to know or even what he needs to know, I 8o have

A I imagine that my views will not be the same as those held by
a group of physicians and medical educators, and 'there~53ay
well be some cost variations depending upon which yiew on{
adopts. " If you describe to me what the cost will'be to pre-
‘Pare what your vikw says I need and if I Tail to agree that
I need what you say I need, I am likely to prefer saying "no
Ky - new taxes" to approving your costs. ., =

: .
1

ilhé}t I hope I have made clear is that beforg I am pre-
pared to discuss who should pay how, much in support of medical-
education, I must ask some basic questions about: the practice
" . or delivery of mnediéine and about the Jeaning of the term
’ "medical education." I am unwrlling to astrne that what we
s . are doing’ is fine and that the calculation Of
“" a simple process of computation involving inflation estimates
. _.Aand numbers of degree recipients. I could just stop here
'+ . because’if I am unwilling or unable to describe the magnitude
s of costs, I am logically unable to a}locate the burden- of
. thope costs among various sources of “xevenue. However, as you
are well aware, pioblems of logic do not deter university )
presidents as they travel their appointed speaking rounds and *
% I will not,’ therefore, permit them tq. deter me today.

[ ‘Whatever the costs and whatever the products, funding
medical education will remain a probléin and fundihg mgdlca;l)* L
. education will remain a complex proces®. In.viewing thaf
problem and that process, I, first believe thatgsgciety, the
people, the public--whatever . want to call our collective
. selves--require medigal personnel. We support medical educa-
tion for us, rathq than for physicians or for dentists o for
other health persc¥nel. +The public 1n its role as taxpayer,.

s

:‘:El{llC; ] 180}" .

increaséd. In the broader context of the support of higher %

some views about ‘what.I'want and do not want from my physiciarm.

future costs is «

. least expertise under the guisé of "comsumerism," arid do not ¢
% © want as a patient to define how a physician should learn what &P -

s
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- then, has a crucial staké in medical qﬂucatlon--a stéke much
' more,crué;al than is true of a student—in-medical educatian, -
a facultWmember or clinician, or a medical researcher. Phdse °
of us whz/choosp not” to be physicians are doing quite well, -—

thank yow, and any person who chooses not to go to medical - ~— .
school will survive--provided that enough people dorchoose to
- go to medical school. Regardless of how wealthy a real or = - .

imagined physician may become, we, the people--rich and poor=-

rather than he or .she, the physician, are, the primary benéfici-

aries of medical educatiori. There 1s no more reason to charge

. “d#fedical student the major portion of the costs of schoolrng

‘ than therp 1s, to do the same to a basketball player or to the

schdol tdacher whc becomes &.wealthy university presdident.
Dep%qginjaupon the—socialimgortance one assigns to medical
personnel, to basketball players, and to university presidents, .

_there may even be.less reasdh to charge full costs to medical /
- stwdents than to the latter two grodps.‘ Note carefully that -

" N ’

1 said, "There,ﬁéz be... . . -
. The social need for dilcal personnel is a national
-need. {really an international need, but the complexities
N introdudedpy a recagnition of that fact simply defy my grASP
today). While we may argue unendingly about irput cxiter?
designed to ensure .that State-supported medical schools s€rve
only something called “in-State studenis," the fact is that
at the output%end of any educatiqgnal yzigram, one product is
mobility of the "outputeé.” This fac% is as true for Ph.D.'s i
. .as for M:D.'s, for journeyhen craftsmen as for cpa's, or for -
cosmetologists as for certificated teachers. Stated advan- ", R
tages- of .education at any level are opportupity and mobility. | )
Thus, each of us in this. Natioh has a stake in the output of :
medical education throughout the country and, thus, a héévy
component of support from the pgople in their Federal or
'national taxpayer roles 1s legitimate and necessary. Too
often we forget the many roles we play as citizens of a demo-
cratic republic. * Each level of government is supposed to
serve a specific set of purposes and each level impacts upon
-. every other level. Each one of us 15 an anegral parf offa f
variety of goverrmental levels-and it 1s not a case of "us N
and them." Our basic problem is to determine which of the »
many governments of which we are a part can meet what purposes
s best and to consider comb;natlon.service and .support packages
. where such packages makg sense. -

' oo
To. 2 .- Because 1 do not believe-in monolith;c'gpnlrol over
_ eurricula or methodology 1in any educational undertaking, I
gy elieve an preserving State control in higher* éducation through
T State support of, higher education. Becaise of the major :
national purposes met by some programs of higher education,
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including medical education, I believe in.Federal supporf of
some programs of highex education. Thus it is olear to me
- that both levels of Government--State and Federal--must be ,
involved in continuinaﬁind stable ways in the support of the QF
. costa1of medica} education. v N\ .
" ‘ t . .
%ﬁ" ) Moreover, since funding from both levels is provided to k ' )
? meet pubfie purposes, we in higher education and in medical-
R eduqaqigg must be prepared to accept some public "strings" on
those public support dollars. Our vigilance must not be *
designed to avoid all "strings:;" it must be designed instead Fia
to guarantee that the "strings" are only those necessary for -
the attainment-of publi¢ purposes and that they bear an intel-
“ligent and rational relationship to the realization of stated
public purposes. If we wish to choos& to attain our purposes
without "strings" an® even if ,we argue that our purposes doin-
N cide with public purposes)\so that "strings" are unnecessafty,
/ we must recognize that thd logical result of such choice’ will
“ be the diminution of publi support and' of public dollars on
our behalf.‘ N "

.

o ) As most of Ehn(‘know} the "string" issue is at the *heart - . |
of recent debates over the coltinuation of the Federal Health &
- Manpower Educational Assistancelgrogram. My view of these
debapes'is that we in highér education vacillate ‘in our views
bf govermmental "interference" as they affect our prerogatives.
We ‘are quick to submit proposals for categorical gupport pro-
rams that have obvious impact upon our curricular fr@edom and
“quick_to cite our need for absolute curricular freedom when
fﬂ\‘ othe funding proposals surface. In fact, our primary freedom
is still oun ability to accept or to refuse to accept govern- }
mental funding, and’' for a puplic university even that freedom
is far from aMsolute, * Public higher education derives from
. government and is funded to achieve public purposes. Oyr free-
dom must bg recognized -as existing within those.limitations.
4 i
I will hot attempt td produce some, magic formula to
reveal what portion of the costs Of medical education should
be supported by Federal funds and what portion by State funds. .
The answers to|such questions are partly ideological and
partly pragmatile in nature and no formula can be said to con-~ ¢
tain the apsolyte "truth." T tend te believe that the sg-called
"bread and butter" suppoxt is best supplied by State s&lirces .

and that Federal suppoxt should be supplemenhtal to State sup-

port. The correct pyOportion between the--two sources, never-

- theless, will vary firom time to time as costs vary, as public ‘

" purposes vary, and as tax structures at the two governmentals , .
levels vary. The creation -and implementation of ‘public

policy--or politics--is not an abselute scienge and today's
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formula for succafé jis- tooeasily converted to tomoxrow's

formula for .disaster. -Just askSthose public school systems

— w;thzeg;pi!heh%-driwgn,support formulas how well those for-

Y " mulas are working today and the problems of reducing public .

. policy decisions to mathematical medels wikl be readily

. apgfregt.
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. L am now left with the, qiestions of what ‘tosts the .
: students should béar and of what costs paéients in education-
- _ rklated hospitals or %ther clinics should beat. Here again, *
- . ,I face these quesktions from 4 pragmatic rather than from an
> * "idealistic point,of view.’ I gan argue idealistically that
a koth students and pqtients should bear nb share of the costs
. Q. * of medical education--the former because they are paying in
&"? SPruiterms of forgone income and becatse they will pay later in
. © teritsy-e ax support related-to their income; the latter be-
cauge they are randomly selected and because their circum- .
stances do_not logicetlly single them out of the population . -
ab'a;who}e\!s being eligible. for special medical education :
assessments. -

EVZ Soe o ol .
In real:ity, however, .we long ago decided’that the stu-
dent in higher education should bear some Burden of the -cost -
of higher education through tuition and fees. We have devel-
. 'oped complex tuition and fee’ schedules and have developed '
complex student financial aid programs to assist stu@ents‘in
> paying thos€ charges. . The overhead costs of assessing, A
o 4 collecting, and depositing student tuition{and fee income and
of determining eligibility for, awarding, and managing student
scholarship and loan programs are viewed as necessary costs of
: doing business in higher education and obviousli are here to
o stay. My pragmatic vyiew of the student share of ;the support
. of his or her_hfgher education, including medical education, .

is that history has seen the estahlishment’ of roggh y consist-s
: o - .. ]
ent ratios between student fees and cost$ of eéucathp and

-

et thagkthe-future,will see general faithfulness to those ratios.
it % only as.one attempts to develop theorieg to justifys

A specific ratios on other than historical 4rou§ds that one ‘

P s falls into traps of logic and into arguments of almost a the-

ological nature. «I defy anyone td "prove" on any \grounds that
y . student charges at 10 percent of,costs are more or less valid 4

than student ‘charges at 40 pércent of costs. It is only.as .
one approaches a student shara either of no percent or 100

percent that true philposophical arguments make sense and .
neither share basis has represented nor will represent reality

for many years. So as costs ipcrease,*sﬁudent charges an

, student financial aid programs will increaseé—ifat both will lag -
and will be direcfly related to prior decisions relatéd to v
Government funding of medical education. o —
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- Fiaall;', I arrive at the patient. My discussion to
©° this point has not included a deseription of medical education.
Now. I must staté that I consider medical education to 'ncludg

3 teaching in programs of undergraduate, graduate, and ¢ ntinu-
b ing'med'ical education; research; and'pub ¢ service._ In each
‘,3 " of these areas of medical education I would argue on behalf RO
o of funding from both the State aid Federal levels’and won
behalf” some , support -th'rough stfident fees. To the extent

’ that a tient receives medical serwvices which are offered ta a
W et meMical education purposes-gas opposgd to the receipt of

. professional s%r\{?ices which happen to be provided in a facil-
ity where mediﬂc‘ﬂ,, educatioh algggtakes place--I can find no
logic in asking that patient to
: fedical costs. It could, as a matter of fact, be~-argued that

g o ntieng in a medical educétg'.on faciljity experiences cer-

taM 1nconveni‘ences (for example, studént rounds) for .which

he or she might ‘feel entitled*to a discount. The most’ per-
sulisive conclusion I can reach’is that the inconvenience on

one hand is equalled by the special high quélity of a medical 4
L education facility on the other and that the patient szoulc}' c
pay what'he or she would pay without respect to whethe

aré differeht from the costs of medical education and should -
remain ‘separate even. though it must be~recogm':zed that the .
> costs of health gare for everyone do include 1components; rass. ’
KR lated to the costs of medical education. Health .care costs. % .

% S and’»pax::ticularly professional fees are not an exa&}: science

) ) and obv¥susly include factdrs relatedsto one's preparation to

= deliver health care or to the developmental costs” of equipment
-and of techniques. But these costs are/borne by al_l‘,patientsl K
and patients are first of all citizen of a society. The kL
costs of KHaving health care' ready £

the citizen who becomes’ -
y a pai;ieﬁt should be, in my view, citi%en cost rather than a
. patient cost. :

S

LN

Before summarizing my' comments, let me also mention the =
crucial nature of corporate and individual philanthropy .and ¢ 3
" specialized programmatic support in any analysis of the sup- :

. 'port™of medical education.- While the total amounts ,coming

the overall costs of medical education, these amounts often% .

pravide the cricial margin in research efforts, in student . . &

-~ .assistance, in library and other Qaci;ity development, and .ih S .

»* ‘faculty and “taff development. Any ‘di’scus§ion of the support th

® Bf the gosts of medical education Wwhich overlooks ‘the compo- .. =

’ nent provided through private gifts and grants is igcomplete. . ¢
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from these private sources may be small ?hen compared with BN

ear a special portion of 2

med- - )
ical education ,is occurring there. The costs of health care, .-
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Lt Al;hough'i am clearly dealing with generalities rathé}
- \than with specifics related tp the topic of "The Problem of
L ,(Gqst," I caunnot escape the pagging concern that the cqgst of
T ."medical education isvonly a minor subtopic in the overall °
:i issue of cost) “Ehat is, the cost of.the delivery of Health'
care is of *far greater concern than is the cost of preparing
. : the medical delivery person. In the various cost indexes '
which a¥e read by all of us-each month, it is the cost of . ¢
,health care rather than ‘the cost of medical’ edutation which
has major national economic mpact.® I, am not totally certain
- why it costs over $1,000 to provide my father with a room for
30 -hours in which to die; I do not easily unde£§tand repor ted
health care bills eqyalling teris of thousaqgs of dollars
,which are faced by many in oug society.”>To what avail are
*the costs of medical education if increasing qumbers of people
. - find themselves unable o afford the mgdical care guf pfacti;/
tioners ‘are prepared to.provide? Is medical education treaa~
7.~ ding theufame path already walked by ‘teacher education? No
o one-alert® to. the needs of 0qg_society today should argue with

=~~~ a-gtraight face that we have too many teachers or that pro- -

- grams of teacher. education should be reddced and ‘even eldmi-
. ’ nated. Yet many*do make that argument and do %o with straight't”

v

. faces. It is apparently petter in the minds.of many to have
too little educatien provided than to pay® the costs of suf-
_ ficient education. Is that view to represent % trend or are
- we still gufficiéntly persusaed that a long life--even an
ungdicated pne--is-important enough to induce us to bear the “
Loost? . : - . ! :
T - I recognize that the costs of health care ot in-
~ * .cluded in my assigned topic, but we are talking about’ the .
i « costs of preparing people to provide -a needed public service -
' { and the costs of providing that ‘gervice aregat least worthy of *
- ., - mefition in this context. A

\ - .
. &&- In the symposium brochure, this ses‘gbn As described by
! two questions. The second question‘hgs o do with sources of
funds and 1 have dealt with that -drea at ‘some length. Th%;
first question atks how much Americd--in fact, the America
people--cén afford, to invesg in medical ediications @A Natione
H which pays professional basketball players an average salary
- N ) of $}08,000 a year; which supports an escalating number of .
amusement parks which cost a family of fouraan avetage of *
fe $120 to $150 for a 2-day'weékend; which considers medium-priced
cars to retail for around $5,500; and which supports a seem~

ey

?ﬁ@% ingly' endless number of X-rated books, movies, and massage

- parlors can afford to invest in medical education whatever it, >«

- believes 'it wants to invest. Our national question' is nok- -
e - .wkat we can affond,,bu?flrather, what we Wwant to:support. Our
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problem a5 educators is to determine With the .people ‘the kjinds

of<medical care they want and to dg%ermine the best ways to

prepare personnel to provide thag;care. The peoplé can afford
the costs of those preparation programs regardless of the
amounts involved. Our task 1s to ensure that those kinds of
prégrams are what we are asking the people to support--even if
that support may cost them a weekend at Disney World. If we

are providing those programs, it may cause problems down there
in Orlando. - . P
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. THE PROBLEM OF COST , .
Critique and Challenge
3
. ) "% " .o ’ Alton Blakeslee
! . Discussion Initiator =

1Y

Mr. Alton Blakeslee: This being a bicentennial sympositm I
tried to learn from several medical historians what medicine -
was fike 200 years ago. They told me that in 1776 physicians
were held in very low esteem indeed. They had limpited edu-
. wationsy they ranked low on the social lad@er, and their fees
wete relatlvely small. The main methods of treatment were
bleeding and purglng, and seeing a doctor, apparently,, was
rea].ly hazardous to healtH. In the ensuing 200 years medi- N
.cine hasibecome perhaps the most respected of all professions.
Nevertheless there has been some recent erosidn*of- that posi~ -
- tion, perhaps becayse pebple expect too much from medicine.
Moreover, the» Art Snidefs and Alfon Blakeslees may unwittingly
have contriButed to that fact by reporting with excessive . .
-- enthusiasm the research advancements which turn out later not
to be as great as*the initial resea:ch reports mlght have led
us to believe. There is also envy or resentment of certdin
aspects of medicines and physicians themselves contribute to
this by their sometimes gbdlike behavior. . . -
' 4 " ’
We are told, ‘on the one hand, that it.costs an average
of $20;000 per year per student to educate future doc ors.
.+ I think the publi¢ would find this "a very high figure, par- .
'tlcularly m‘berms of the:.r own annual incomes. It would not
’be unexpected to have them ask if all that expense is justi-
¥ fied. On the other hand, the background paper notes that $2 .
billion of tax money go to médical education each year; and
i€ you divide $2 billion by 200 million people, you arrive at
; $10 per capita,. which-is only $40 a year a. family of four is
» paying to.educate doctors. My question is:” Does the public
have any concept of’ its ¥ole in providing future doctors? Do
you think the people are aware ef this respons:.b:.hty, or the "

need £or 1t? . - ~. . L,
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Dr. Stanley S. Bergen, Jr?:” I think the public is bégsming
more aware of.this particularly as they feel the pinch of
health,care costs. The media are beginning to expose this

' story. Unfortuqﬁtely, news stories are too often inaccurate -

and, not infrquently, are covered over by a heavy layer of
emotionalism because this may .be the springboard used for a
political move by an individual or a pressure group. One of
our failings as medical educators is that we have note-made a .
concerted attempt to take our story to the public, to.explain
the elgmepts of cost, and.to cantribute to an understanding
of why they are as high as they are. ¢
PR . .
Mr. Blakeslee: The subsidy of medical education from tax
money is higher than that for training in any other profes-
sion, is it not? T o ‘

« v
v ‘ *

*
Pr. Bergen: -‘As far as I am aware, yes. I have no idea what
the Government puts into training an astronaut. It may cost
more, but there are very few of them so it is not a comparable .
issue. Certainly among other .professions, though, it seems -
there is no other group with_sppport comparable to that of N

- medical students and medieal education.

€

RS

oo _ .

ﬁr. Blakeslee: It has been.gaid that faculty salaries nake
up the largest part of educational costs. In the background
paper it was noted that the faculty tg student ratio can be, *
as ldw as 1.0 to 1.3, which is.almost private tutoring. 1Is .
that really necessary? Is that an element of cost that would
be reduced iﬂ_edggation were carried out difgerﬁxtly?
. LA 3
Dr. Roger J. Bulger: Wwell, actually, I think' we may not know L
whether the quality of education in an ingtitution can be )
correlated with faculty to student ratid. .My own feeling is _
sthat we will begin to get dnswers to these questions because
the national health bill is now higher than that for defense. -
. , ' .
What, worries me is that we do not have a consisstent and -
generally acoépted way'of accounting for costs which would
allow us to examine truly comparative data, then defend
logically™the institutional’ heterogeneity.which is so valu- t
able. I think an answer to your question ought to'be forth-'
coming from any "schd0l, so that they could tell you convinging~-
ly what they do with the 1.0 £0*1:3 ratio.* I suspect there
are gchools whére the ratio”is‘bo high (for example, 1:6) e N
that you could argue it borders on the Lnadequatq.‘ But we '
need consistency .dn the data base if we are to be successful
in describing and defending our positions.. The costs are

now so high that we are all going to haye to start talking to . A
the public in the sé&e way about the same numbers. o P

S . \ -
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L L it may be of interest to note that in. the couxse of the
3 . Institute of Medicine study of costs a group of experts was

. asked' to project the necessary teaching requirements for a

s graduate students are a legitimate element of such an entef™
. prise. Their barg bones figure ‘called for somewhére around
oot 220 full-time equivalent facdlty. The crit;pal faculty mass
. to have :a good medical gchool then is not spall.
Mr. Blakeslee: Is the salary level for the faculty in a
medical school seriously out of line with that of people who
* dre training teachers or lawyers or other professionals?
* M ~ - . -
Dr. Bergen: At risk of entering labor negotiations, I quess
I have to say that it depefds on what the faculty .individual
- - is doing.. If individual faculty members are only teaching,
not doing anything else, then yes, they are being overpaid.
- However , if you expect them to deliver patient, tare, to
supervise house staff, to do research, and to carry.out all
the other public gervice missions of a medical school, then

b in the currenfty spectrum of payment for professionals they

probably are not overpaid. If any;hihg, I think a case can
be made, at least in some.schools, that faculEy are not
. receivird®a wage or §alary commensurate with what- fellow

10

° professionals can get in private practice or in other

. endeavors. - f/,_{ ‘ ’ -

&~

new 4-year school for 100 students in €ach class, including .,
how many hospital beds, how many residents, and how many .

e e Dr.~Bulger: In public séhdolsa at least, the educational s

portion of faculty salaries geQerally has the same range as
that in other university divis

ons. Thus the Basic science -

~ faculty generally receive the.same salary as other professors.
On the clinical side, however, supplements are often provided

on the basis of what people earn in delivering patient care.

generally they are in line with those in the-ppen market

o place. X L

. 2 .
- . . 4

Although those salaries have gone up, and seem ery high in
relation to those of anatomists, biochemists, an ducators,

. Mr. Blakeslee:* We all know that the public is highiy crit=- * ¢

ical of the high cobt of health care, of which medical ~

. educatibn is a part. Society seems especially c¢ritical of
. the high income which physicians enjoy. The argument that

a " this was justified by long years of "slave labor" in intern-

1z

w
i

P T - R

ship énq residency is no.longer as persqggive when the
. . average stipend for those trainees' is now $11,000 a year,

which is about the average or median income of the-American .

e family «today. How can that argument still”be used when many

3 . .people ip other professions also‘'have a long training period
BN before they begin®to p;oduce pergon@l income? ' -

N . A -

'”_‘ , . . "‘. . & . dq . .

- «t ’
~ ! i 1 .
PREE TI SpY . ‘ s N
¥ « - ' Ce A ¢

-




. 161

.

R .
Dr. John E. Corbally: L think the argument has changed. Foy
any collegée educated person there is- some foregone incéme and

it ds particularly 1arge for those who undertaka programs
that require up to 10 years or more beyond high school., How-
ever, the+argument i's' not basically a wise one for physicians,
or anyone else. ‘I'could poilt out to Mark Splaingargd- that
most of us have not yet been wise enough to figure out how to §§
deal with the indome tax problem through the magic of incor- .
poration, which would unéoubtedly change the calculations of

. income tax paid by the average underpaid university president

or physician., We find, for example, that-there are few 1ndi-

vidual physicians that we can put on our payfoll any more .

because wgﬁhave to deal with their corpor&tions. That has « '

.. nothing to do with, theair services, which continue to be excel-
lent. It 1s a tax strategem and a'legitimate one, but 1t
- does mean that.some of the argyments about these fiscal issues _ .,
are subject to di§cu§51on and interpretation.
. ., I go back to the g;sic point of view that costs of med-

- ical care, of university heachlng, of plumbing, of administra- .
tion, or some other variable, are, determined by the law of N -
supply and demand. I quess the reasorr some of us feel dis- -
tressed about what we'have to pay physicians is not so much N
becausé’ we resent anybody'earning that much‘money, but whether
they give us for those dollars what we really think we would

"like to receive. f there were a better match between what we .7
get and what we think we should receive, I doubt we would need

to argue so much about the costs of medical care or how much a
physician makes or,the cost of medical educatpon,

hd s, .

Mr. BlaKeslee: Are there any courses in medical schools'that
cost a great deal but are not necessary? Is that part of.the
cost being reexamined or being continually examined?

DE.‘Bergen: I really‘bq&éeve you ‘Gannot answer that question ‘

© . _In any general way. Such judgments depend on the school and ¥ .

"its determined mﬂZsioﬁs. We have two medical schools in our

. system right now. The one y%dated’in Newark, in an urban '

* environment with a disadvantaged population, has to mount pro- .

. gtams different from’ the school located ip the suburbs where b AN

there are other demands in relation to unity hospitals.

Wwhat may look to an_outside observer as @eing unnecessary may

‘< have very good ‘reason for being supportad within that instji-
tution. ’ . o o i .

» . ’

» -4 ' . . B
Mr. Blakeslee: How much of the cost of running a medical
school reflects the cost of running affiliated hdspitals? -~
*’. Are they run“efffciently in relation to what they* do cost :

medical schools? . Y.
- . * ‘ P }
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br. Bulger: I think it fair to saﬂ

that most schools do noﬁ'

transfer any significant educational subsidy to major or
affiliated hospitals. Those hospitals would often "like more

support from the schoqQl and can make some par

ticularly strong

C s

E

i

arguments for such support.

Mr “Blakeslee: Mr. Spl%ingard made the point that the aver-
age physician repays the-Government the full cost of even the
most expensive medical education through taxes. in less than

20 years. Does, that calculation imply that all of his taxes .
represent repayment for the Government subsidy of his educa-
tion oy is he also paying for roads and public schools and |
things of this sort? ) '

Mr. Mark Splaingard: The point I was trying to make was that .
a phy;ician, because qﬁ a higher incdhe,'pa?s more tg},.and
the difference in taxation levels wouldgwg, 20 years repay
without interest what the Government ha osted in thiat per-
son's medical education. I recognize A , that’'this is
an overly simplistic way to analyze a complex problem.

[ 4 . s -

Mr. Blakeslee: The Millis report included—é égstqunb that -~

the beneficiaries of medjcal education are the irdividual
patients, society as a whole, and the physician. -The patient
benefits because medical service results; society benefits ¥
because- there could be no public welfare without the well be-
ing of individual citizens; and the physician bqnefits\becqpsé
he is afforded the opportunity to gain a professional skill
which will produce an unusually substantial reward in monetary,
social, and personal terms. The latter idea implies that as
.physician has something to pay back.
‘ment has been mentioned as one method for accomplishing this’
yoal. How widespread are plans in which physicians support

the medicdl scheols from which they have-graduated?.
13 - k=8 ~ M

Dx. Bulgef: Basigally, the Yale plan is an economic opportunk
iry bank from whigh students borrow the .money to pay for an
education agd rebay an amount amd at a rate based on.income.
What I am trying to wrestle with, as a represeﬁf&t;ye‘of‘ai_

. public* institutjon, ig wHat President Corbally said”about the
. philogsophy of public edﬁcation: My bias is tht’tﬁg:level of
"+ physician income has now become a threat to the profession

and I woyld rather compromise-on the public educati‘glf'i'philos-~

ophy and attempt o have the profession, through th& private
Jsgctor and not through governmental agencies, pay back what

has been invested'in medical education. L o
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N
THE PROBLEM OF COST . ' (\
Lt ' General Disgussion ’ o
ey . N

Participant: My question is prompted by Dr. Bulger'scomment

about unifodm cost accounting and the issues that may be | ~- .
raised in conrection with the National Health Development and
Resource Act (93-641). Sinée}medical schools are generally . ‘
health care providers, they are included among the wvarious
shealth system agepeies affectgd by the Act. What cost con- |
‘tainment effoxts will be demanded of medical schools’, by

their State coordinating councils, for the health caie_/sf!c,tem,

that involves both the séhool and its- own teaching hospital

or aﬁfiliatéﬂ%spitals?' The question may at this point be

unanswerable but it may become a significant iffluence in the o
_next 2 or 3 years prior to institution of natiogal health :

T insurance. .

.

Dr. Stanley S. Bergen, Jr.: It has certainly surfaced in New

Jersey. We are having serious discussions and are feeling N
pressures upbn our teaching hospitals. We have taken the x
vYposition that they sho(i)d be considered.a different type of "\

“hospital and get some ,k‘nd of favored ﬁffeatment because of ’

that difference. Thus far, the authorifies have not agreed i
~ wit;gld:;t{_':hat position. * The coordinating groups are also bggin- _ *
- ning- to ask how much they should be involved with medical .
: ucation itself and especially in deteymining the nu}nbeg: of .
fedent§ we graduate because that is one of the driving = *

- —

) Jorces behind the «ost of medical education. I think your ) "
¥ ‘ -observation ig .right; certainly in New Jersey it is arousing v
/ interest already. i » A
) Y ~

. " of physician education. I have two questions: Fixst, do you. L.
bé&lieve the public ts better acckss to physicians or better
.access to health care? Second, are increased physician man«’
...power, and better access to health care synoﬁymous? Numexous . ‘
egﬁeaItl't;.gx‘?"ﬁ'rc;fewionals,far:‘e prevented by restrictive medical,. .
P practice actd fro providing services for which they have been
trained. .Would o responsibility.of the medical school then
= be that of providing leadership 2n developing new models for

Particigant: ?he«xﬁ;i has attempted 'to defend the high cost’
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health care deliverxy, maximizing the potential contributions .
.,0of these health‘professionals, and thereby providing better
.. access, cost benefits, and greater efficiency? . e
* - . A a

pr. Bergen: 1 think the punllcsz:amblvalent~onwthe first-.- <~ __

issue. Most individuals se : to want access to a physician.
They are not convinced that Eare from other members-of the

team is equivalent. I think the medical school has a respon—' .
sibility to foster team efforts and to use less costly methods

of prov1d1ﬂ} health care. ,We cannot dispense with physicians

where théy are needed. I do think it #s our responsibility to
*encourage. the usé of other health profpssionals, to provide

models, and to advocate the developmen of such models odtside
medical schools. It has certa1n¥y been shown that 1f you put

- .

a physician in an area that.has no need foX another docter: : '
you can be sure the additxonal physician will generate an
_added $200,000 cost 1in health care. If we put physicians .

‘ where they'hrg not needeq’, or if we graduate Bore physicians
N than are needed by the country and they contribhte to. further
poor distribution, we will.certainly continue to ‘escalatg the
cost of health care, However, if we can find a way of en-
rcouraging physicians to-go where they are needed), we may
avoid that effect. . ) -

-

» Ve,

Participant:, It has been said that the most {mportant thaing

in the world is not money Rut love, and that doctPrs gre very
fortunate bkcause they ‘love money. Our panelists this thorn-

ing haézhfmpha51zed time and again that doctors are a national e

resourgqe, butfthey—do not seem to ‘Have come out four square in
. - saying at if physicians are a national rescurce and if the
, Nation is providing for their education, then they'have a
service to provide to the Nation. I wou;d find‘;t\helpful if
- I-could hear from -the paneé/nhether,yhey'wqugg,suppért the .
view that if medical educafion is being significantly supported -
by thé tax doklar, the product .of that education owes a period -
, of éegz;ce in return and that such#practice would be a reason-

\ able’ for us to function.

- . /
Mr. Mark Splaingard: °I 'think it is hard to disagreé&-that we
have a general responsibilit?’of that kind. The problem is

a&)with the specifics that havgjilever been worked, out satisfac-:

;ﬁ@torily.f How leng must a medical graduate work at #hat, and
where? It 1s with the particulars, not the .general principle; ™ -

® that gets everybody sb upset. « -7 - N

Dr.! Roger J* Bulger: I can’easily answer this becaugse I am .

- too ©l1ld and incompé@Eht to have ;to serve: I think we must . .

recognize and accept this responsibility.- There is a qudestion,

fér example, as to the constitutionality of a draft. I think -
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the current manpower bill is very workable. I would dlso ,
note that.the profession itself can, and sholld, address

this question of proyiding more adequate health services
to all the people whérever they are located.

. e ] s
Dr. Bergen? My answer is yes as long as it is equitably
done. That is the only stumbling block right riow.
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4. ONE WORLD OR MANY: AMERICA'S - ‘
ROLE IN MEDICAL EDUCATION ) .
; \ *

s < f .

America has a long and honored history of contributipg
to the medical education programs of less developed nations.
Before 1940 missionary organizations and the Rockefeller
Poundatlon were the prime sources of ‘this assistance, making -~
major contributions to the establishment of more than a score
of medical schools fn other lands. Since 1940 the pace- has
quickened as other philanthropic agengies (such®as the

" Kellogg Foundation, the China Medical Board, the Commonwealth
Fund, the Mi}bank Memor1a1 Pund sand the Josiah Macy, Jr.,
Foundation) have made capital, operating, and fellowship . -
grants to strengthen the medjcal educatiop systems in coun-

. tries where such help yas needed. Incredsingly, the Federal

“lf%overnment, operating through such units as the Agency for
Intefnational Development and the National Institutés of -
Health, has loffered substantial *agsistance both dlrectiy and -

. <through American universities to the solution vf still seri-

' ous health manpower problems in the developing world. )

‘e

In this ‘historical perspectlve there can be little doubt

of the genulne concern America has exhlbxted,for those in ——
need, and the sincere efforts' it has launched to assist them.

- But as one thoughtful American observer thas noted, all of == _
these efforts "whatever their positive vaiues, havebeen —— -

X piecemeal {and) opportunistic. All have attempted, more or

L less successfully, to transplant or to adapt Western. educa-

tional methods to developing countries®“ BAmerica is not

alone in such behav10r, but it may, inadvertently have con-

tributed to what-are now seen by a major lnternat;pnaf organ-

“ ization as being among the nost sxgnlflcant probléms in

: health tanpowex productions These include: . . - ’ .

‘ -7 . : IR

5 W v e wide divergdhcies between academic and - t
;; training goals on the‘one hand and service
;’ requirements, consumers' expegtations . -—
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life style, and (most important) the general®* .
socjoeconomic situation on the other; and con-
sequently dnsuitability of curricula,.methods, y///
and evaluation for the training of health work-
ers to meet commuhity healt¥ needs and to..,work ¢
in teams, educatignal programs being primarily
B . directed towards medical and institutional cur- -
ative care and Larqs;y jirrelevant to the tasks. ~
p
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required outside in titutional settings or in
. health promation, pr ventive work, and
.rehabilitation. . . . ‘ P

. . . s

There are growing numbers, bdth at home and abroad, who
now feel that our sincere efforts may in fact be encouraging
th? development of educational programs that are inappro- .
priate to the needs of nations we want to help--and in at
‘least one respect there is even some question about our .
sincerity. ST - -

This fatter feeling is pointed up by several facts.
During the last 10 to 15 yeaxs, the number of foreign stu=
dents admitted annually to American medical schools has
. ranged from 120 to 190, or a relatively steady 1.3 to 1.6
percent of newly admitted students. In graduate education
N . (internship and residency training)’,‘however, the sifuation
has been very different (see Table 1). .
. R
L] - .0
, Table 1. Foreign HouSe Officers By Mumber and AS
. Percent °§ Total Medical Student Population.

- Year 'Foreign }b;sexoﬁfficerS Percent og Total . e
o * 1959-60 9,457 - . 22 .. B
. a

1964-65 10,974 * . 27 .

1969-70 © 14,999 , 31 ”

. < -

1973-74+ 19,333 - Sl ’ -

—_ . ~ -

" *

. In addizion, t%e number of other trainees (usually those in
ds specialized ‘programs such as pgstdoctoral resegrch fellewships
which carry -no signiflcént patient care responsibilities) rose
from 1,925 in 1964-1965 to 4,106 in 1971-1972. Since then the ,
number has been receding so that in 1973-1974 thgré\wexe 3,499. -
ke - ’
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" There is ilttle suspic1®n of self-serving motives in
the ,admission o$ foreign students to medical schools (although

in some quarters there is a belief that the basic medical edu-

cation here may not be"best suited to those from other®cultures *

and socioeconomic systems). Suspicion is only slightly higher

im—gonnection with special training programs. Iﬁ‘thtrast, )

there is widespread question of our motives in offering intern-

shlp and residency training to such a large number of foreighn—

Rationals. It is heighgened by the aggreSSLVe recruitment pro-
Wik grams that some American ho$pitals carry oyt in other nations,
the absence of any significant effort to fashion internship, and
resxdency experience to prepare trainees for dealing with the
most pressxng health problems &f their own’ countriés, and the
lnescapable evidence that large numbers remain in the Uhited
States serviny our needs rather than'returnlnq to their home-
lands which provided their general and basic professional
edpcation and which usually have a desperate need for the1r
services (for example, India, which provideg 19, percent ‘of the
foreign interns®&nd residents in the United States; 'or the
entire Asian subcontlnent, which is the source of 65 percent -~
of thése trainees).

3.

Some writers have sugdested %ﬁat it is not so much the
attraction of America as the lackvof JEportunities at home
which leads so many foreign medical graduates to seek further:
training here, and then to remain in a settlng where it is both ¥
easier and ffnancially more attractive to pract1ce what they '’
have been trained to do. Many countries recognize their own
deficiencies in these areds, and are striving to correct them ‘
ih an attempt toe«#tem the outward flow of trained personnel. P
Clearly, these countries need help. The question is whether .
our present efforts, in fact, are helpful. : -
‘Since there is no reason to believe that the interest.in -
" iriternational medical education &f foundations, the Federal
Government, or 1nd1v1dual universities will disappear, it may
be timely to reexamine the nature of these institutions' actlv-
ities. 1Is what they offer %o forelgn medical students and
sgecial trainees a kind of ejucation that is needed in the
countries of origin, and can it be used in those countries? 1Is
what we export through short- and long- term consultants an
effort (conscious or_unc scious) to tranSplant Amedican atti-
tudes and methods to othe ‘countries, or an attempt to explore
with them a variety of option& from which they can select in
whole ox in part what is best suited to their specific needs?
.o N .8 - " - b ~
The problem of gréduate medical education is more diffi-
,.Cult to resolve. It is already being addregsed in .national -

health manpower leglslatlon now under conslderatlon 1n Congress.

J—
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But thls represents a restrictive approach-:} proposed ceiling

on numbers--rather than
more appropriate to the
eign graduéﬁ%s comé the
offerred. There is, at
strong feeling that the
be most useful to them,

an dttempt to ﬁlnd some way to make
needs of the dountries from whlch for-
educatiomal experience they are”™ -~
least in some foreign settings, a
proposed restrictive leglslatlon will
because we in'the United States 51mply

do not know enough about their needs to fashlon an agp:oprlate
educational experience for interns and re51dents.‘ Neve;the—

it is the attitudes and

. less, say these critics, even if we did have such “knowledge, .

values acqu1red by 11v1ng i America,

more than anything gained in the formal éducational: 'program,~
that are lncongruent with the needs of the developlng worla

~

“ These are some of

the issues whlch the sympOSL&? paggl .
f

should address with attention to the followlng speci

questions: .. -

-

«

@ what are the greatest needs in international

. % < e
., @ Are such criticisms of American assistar‘ge %/,‘ .
- © programs ip medical education widespread? )

medical education to which w? should give = -

attention?

/]
- i

’.A{e there ways in which we can.use our ‘re-

sources more effectively in assisgting

developing

medical education systems?

countries to 'strengthén their
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- . ¥ , ONE WORLD OR MMRY: AMERICA'S ‘ <
to- - . 'ROLE‘ IN MEDICAL EDUCATION: _ A
- . . - N
: .. B . ,
:-*’ m! ) / *, John H. Bryant, M.D. oo e
.. Y " . L - ) ( :
. \ - .
L . . +
Introduction .ot -

- ) b ‘ a
The backgréx?nd” paper for this conferegce~on America's

role in international fedical education states that American

contributions to medical education in developing countries:

. . e
. - ¢ P .

- $ @ Have been piecemeal andzepportunistic. ’
. . R .

N . . -
2 @ Have inadvertently contributed to ‘problems ’

‘. . . in health nanpower production {and; I will
- . a8id, distributibn). p -
. .

. * ¥ - r
@ Have been exploitative.in using foreign
- . . medical graduates.
0 ’ N l [ 'I
o T @Have tended toward transplantatfom of Amer-~
; ican ideas. -

.
I

23 .

> .
- - N -

. I could quanrel\ﬁith_ the words and 1insist on excéptions
“but 1 am;in general agreement. My major problem with these
partic{xlar issues, however, is, that;_j}fey disgract us from the .
<central problem and lead, us to the wrong guestions. . They . !
~ focus mainly on the style of American contributiaens and would !
ledd us- to discuss show America mig}lt‘ be less-opportunistic,.
s _ exploitative, and intellectually pate:nali_s?:. These. matters
' * of style are important but;secondary. . The dentral px&oblem is
that medical education is, to a sign#ficant extent, socially ?
: - dysfuncticnal. That 1s a worldwide! problem, but its mani- N
: festations in the déveloping coun't?_:i'ies are 'e_xt;reme to the
+ - point of humah tragedy. ,The central questibns, therefore, . ,
; 1 havego dé with America's contri'éution to tiiat problem, the :
. extent to which we, as Americans,.will facekwhat qugegider L

- 1
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to be’h major ethical dllemma”E med;caf’educatxon, and tife
. ~ extent \to which our resources1are relevant tg working with
“the problem., ’ } '
- ‘ . s ~ (
* + : This presentation falls into four parts I will begin )
by describing some national needs of develoolng countries
toward which I believe medlcag?educatlon should be directed
,and then 1dent1fy some major tailures of currént ?atterns of
medlcal education in relation to those needs. I will
describe as well some relevant American resources and,
finally, how they might be used more effectively.in dealing )
with the most “s@{ient Of these problems. Along the way, I '
. * will try to show how some lessons from the pait may ., assist

L . us in-being more effective in the future
. N
‘ . , . . . -

. *
o . ta *

Medical Education.for What? . lﬁ; b ‘

|
| ~F - . . *
) ! +« OGur ultimate concern, I believe, 1s for the health of
j all the people of a region or country, and Qur interest in -
| imedical education 1s directed toward that end. I state this -‘
| unreservedly as’ a matter of social justice (Bryant in press). .
Understandlﬁé of this issue shoulé be unequivocal. This
e pbsition requires that medical education be judged finally
not on 1ts theory, pracfice, and internal refinements but on
outcones related to the health ,of the people and the health -
| services they receive, . .
‘ N . .7 2 ,
We need to, ask, therefore, what are or “should be the
: circumstances an rrangements for addressing the health of
| " the people and their needs for health services, and what are .
3 the implications for medical education? We will look at ’
@ R those c1rcumstances and at some of the key §éults in the | f
prov1sldn of health services.

" v

e - _._To begln with, ,health and health services .cannot be -«
¥§§' separated from the larger soc;peconomlc apd ehvironmental’ {
circumstances 1n which peoble llVE, and one of ‘the gre
. difficulties facing health care and thereforé medicdl uca=
tion 1s how to integrate more “closely with other sectofs of

. +

"a comthlty and zgy(onal development .. . . . ,
- ,
p h - . - A ¢ i i [
1 Poverty 1s a ¢entral problem in the developing countries -
¢+ . and health’and medical education are inextricably relatkd to
. it. There are 750 million people in poverty in the, devé&lop-
}} Aﬂg countries,” g5 Jpercent of them 1a what the World Bank . '

refers to as absolute poverty (World Bank 1975). The intran-
sahence of ‘the oroblem is reflected 1in the glac;al slowness
of. improvement. Between 1960 and 1472, the per caplta gross
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national product in the devekoplng countrles increased at
the rate of abeut _1 percent per\year.. Governmental. expendi-

'5‘ tures on health (1n;zeal dollar creased at 2.1 percent
per year (Sivard 1974). ’ .

-

While these data have their place, “we.must keep in mynd.-
+ that such»economlc»measures describe a narrow aspect of
. human life and development, just as the usual indicators of
health status, *such as mortallty ahd morbidity, are limited
measures of health and heilth services. <A’ challenge 1is to -
find ways of conceptualizing life and development in human
communltles .1n terms that'go beyond such measures.’ L1£& has
greater purposes ‘than to live long and dontxibute to GNP!
. . ¢ -Q'
 ° ¢ . The great prdgblems of prov1d1ng health. services ip
deveﬁoplng countrles center on extreme llmltatlons of re-
sources ,and wide dlsperSLOn of popukatlons. Governmental
expendltures for health serVices are &ften less than one
"dollar per person per,year. Further, relatlvely few people
‘ . are reached by modern health services--fewer. than 5 pergent
« , 1n some countrles, 15 oercent is a more lsual propQrtlon" "
unusual :s a proportlon of 40 or 50 percent»(Mahler l974)
...' . L > .
ol emphasmze that respurces are extremely llmltEd and . .,
that large;portions of tHe populatlons of..tHe .world have **
little or'&e access to health care, so we ,shall not escape
from understandlng thelr deprlvatlon as we Yook at the 1mpll-
catlons for medical edqcatlon Further, we must see that
thlS -a Xong- term, not a short—term, prob®em. The problem,
1s not merely one of limited resourceé the fesources that
ar'e available are -often not well used: Many. shortcomings irf
the provision of health servixces colld be identified. Some;/
tKat‘have 1mportant lmpllcatlons fotr medical educatron—
include:

. . ‘o

. - N
RS .@shortades of physmc1ans. Ratlos'range from
~ one phy51c15h for a few” thousdnd population®,
- . . °‘to one for several hundred/thousand, the .. “
. 4 latter, indredibly, almost the rule in rural
areas where mos¥ of the popuIatlons live -
.. - (Bryant 1971). The problem has twb aspecté:
. an obvious :and appalling quantitative short-
< .age of physigiars, <and a more subtle but
' crucidlly important quakstative shortage of
phy8icrans who are prepared to deal with the,
special problems of prcuidlng health services
4 . to large popqlatloqs'qlth limjted, resources:
Iy I i

W s D
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' .@Orientation of health services. Health
services are largely oriented toward cura-
€ive services with inordirfate investments
. + . " in hospatal-baséd serviggs rather than #n_
more balanced programs that also emphasize
promotive -and preventive programs at health
\ ' centers and in communities. There is

X
ﬁﬁﬂqum A limited interest and competence among physi-
. oians for developing these emphases. .
- i
1 y
» .}madequate use of-paraprofessional and vil-

lage perspnnel. A special case#s the
delegation of simple medical care tasks to
nonphysicians, which can free pgx;iéians to
assume leadership roles in developing broadly
/ oriented health care ggpgrams; ‘A continued
(‘widespread reluctance to delegate these
responsibilities constitutes’a major obstacle
to the reform of health services (Bryant
S . - 1'971) . K A - [4

2

o

‘@ In—adequa‘tg use of community resources. The
) poorest’csmmunities have resources that can
support health care efforts. BAmong these
. are manpower, ideas, &rops, dwellings, and,
N often, money. 1In addition, the community
: itself can often most—effectively pursue
some of the most important initiatives in
- ‘health care--educatign, nutritional programs,
‘environmental changes, simple medigal care,
) and identification of those people in great-
—y est need of health care (Newell 1975). :

. .
)
’ oo . - o
The Response of ‘Medical Eddcation v
* .

-

’ i
Thus, health services,reééh only a small’ part of the

population and even then they often fail to relate effectively =+
. £0 the -broader needs of the population. The importance of
- this larger problem for meaical education is the crucial. role
. of physicians in providing cafe,zin leading others in the

system for providing care, and in shaping local and national

pélicies for both .medical edugétion and health services.

I M

- For tthpu;pogg of this discussion, let us fgéus on “the
_particular and most salient nationdl need, which is for physi-
cians who a%’,' interested immking in the clocatiofis of .
. greatest meed, particularly the rural areas and urban slums;
~and who understand the technical; clinical, eth?gal; apd —

* . v ' * et "j—\. . .
. - . » . , a -
P o« - . -
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. .
social issues involved in developing’ broadly oriented health
T=:._ care programs for large numbers of people with limited

s - rescurces. ¢ .
. s a . -
il + .
R Medlcal educatlon in developlng countrles has general;yy
acknowledged these needs ang developed educational programs ~

directed toward them, but the results have been almost uni-
- formly marginal. , The programs have had ggrylng effects on-
’ professxonal competencies, but they céonsistently appeér to
have had limrted influence Gn career decisions. A pattern
B seen.again and again is that a very small proportion of - -
graduates choose voluntarily to work in areas of great nation-
al need, and, when compelled, .their resistanée to service 1s
¢ oftén hlgh and their motivation to function effectively 1is

-Tow. - R
N s ‘ , oL
. A key'issue,is cost. When only/l in 20 graduates chooses. ’ -
té work in a location of national nded (that 1s a realistie .,
pnoportlon), the cost_in public funds of placipg a phxsxc;an !
in sugh a location is 20 times the unii cost of phykxc;an , K

production--a half million to a miFli dollars! 'The rtmain-
- Lng 19 graduates choose to migrate to other® countries or to’

work in the major citres wheré their contrlbutlons to

national -need may be negllglbleg Thus, there 1§ vast slip-". PR -4

page between the investment of publlc resources*and the return '

to soc;ety 1n terms of effective services provided (Bryant, -

February 1976; World Health Organization 1975; World Bank cd
— ©1975). : . L

- . ’ . ’ .

-

» ° - * -
_While the problem of career choices 1s extremely.compli-
. cated, I will address it from two points of view, one hav;ng
to ‘do with medical educatibn directly, the other from morg
‘general perspective. . P =,

< . .

L4 b ngst; a reason for the limited inf}uence of medical
L education’on career choices has to do th’ the type of educa-s
@ ‘klonal “solution” developed for it, usually {R* the form of a
department {or oecasxonally an interdepartmental program) of
i social* and preventive medicine ox community medicine. * This
e type of solution follows the evolutionary pattern of medicai
- schools in which a new départment is added when a new-disci-
pline or educational emphasis 1s, ‘required. while this mode

v

»

of 1nst1tutlonal-development may .be well suited for adding F N
., new content to the cu:rlculum, it is poorly suited for deal- “'f
ing with the entirely different probLem’Bf shaping careér ‘4 fo o
L, interests and cholces. The mission of the department of cog- ety
¢ -~ Manity medicine-1s completely o¥ershadowed by the remainder . -« . .
I

of the educatioral environment and experience. Technically,
« sophisticated, qpegiaity-oriented largely hospltal based o
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experience 1S prdvided by a facultykﬂhlch has*made 1ts own
commitments to that kind of setting .and to what it clearly
believes to be intellectually exciting/ professionally ﬁ}es—
tigfousp and economically attfactive. In contrast, the .
effort of a department of community medicing may be logical .
in direction but 1s generally 1nadequate 1n scale vis-a-vis

tke context in which i1t'must function and the outcomes that

are required. -
. .

° -

Different posituwons can be taken on'this problem of
edication. .One 1s td acknowledge that fhere are
1 dogflicts among the missions of medical education
competition for student interests and career choices
table and appropriate. Hedical educftion must strive
. the forefront of modern biomedical science.. For 1t,
to be btherwise as a matter of policy would be dargerous-to
the congept of higher education and short change both the
student Af medicine and the public that has or potentially”’
might haup access to health care. This mission wille include
speciralty and subspecialty medical care 1n university hos-
pital settings, though strong efforts should be mpde to
develop a balanced involvement by the medical’school in the
full range of health problems and health care -settings reflec-,
tive of mational needs. THe final outcome of career patterns '
of graduates w111'depend on l?dindu&l student choices, * -
influenced temporarily perhaps by some form of governmental
service.*® % s . .
e . ‘@ M
' Another 'Position 1s that the actual needs' of the, public
must_taKe precedénce, that current appbroaches to medical edu-
cation ARd physician recruitment are grossly inadequate and
., scandalously, expensive and_that amel}oratlve_stepé\taken by
medical educators are ineffective agd amount to what Robert
Alford cal}s;"ds:zmlcs without change",{Alford 1972), an

elaborate clara 1’ which the pfoblem is 1denti1fiéd and
solutidns developtd that represent minimdl divergence from
established patterns of medical educat1of¥and practice, but
which can.,be used édl;tlcally and professionally t§ show that
something is‘being done.. : st

K } -

., ,The pﬁoblem of medical education then is a multidimen-
sional socyal problem ‘in which Well-reasoned arguments can
aligngd oneg against ‘the ,other. I take the position, however,
that'the_mxsghon‘oﬂ medical edugation 1s rationalized; that
vast and preg¢io s+.public resources, generally allocated to’

"medica}, %aucétloq_ﬁOr the purpose of bringing health, services
to thy public, rare-uséd 1in ways that fail that purpose. The- * W
§1}éh§; 15§oﬁwe§-wpa£ 18 wudely,conSLdgred tg”pe’qxcellence

5
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g%nedlcal care, together,with associated prqéess1 al) and
-—__/,p onal opportunltles, drawing students away from Qo ally N
, - necessary roles serving public need. I am not spre hgw to
. balance medic&l education with public ‘need, but there should
Ye a way. Any consideration of American involvement ln
medical education in 8evelop#ng countries should de&l with
““ this problem dairectly, not¢only as ® matter of technical
: lnterest buty 41lso of moral responsibilitys
- Lt .
" AnotHer questlon one might consider 1s to what extent
career choices such as location and specialty are actudlly
. problems of medical ediication. The determinants of those *
... choices are broad, lncludlng factors such as personal and , 7
family sense of what a.physi&ian should be; national, social,
and ecopomic valdes relating to physician roles; professional
and social amenities associated with practice settings; per-
sonal economic return; substantive content of the tyme of

Organization 1975). , While medical educatlonal experiences . *
strongly influence some of these determlnants, one would .be -
oversimplifying tc consider the matter solely an educatlonal oy
problem, If this is so, approaches to ‘the problem should

extend well beyond the boundaries of megical gducatlon .
L f

“

What .Are the Relevant American Resqﬁézes? .

to méd&cal educatian 1n developing “countri one should

focus attentlon on two problem areas described earlier: 1)’
health car'e programs that are more effective in reaching popu-
lations with gamited_ resources; and 2) wmedical educational
programs that will prepdre physicians with the rétivation and
cqupetengires to functlon effectively within those health care
programs. S

L ! hal .

. In considerlng the contributigns thatig?eriea might make

In the development of health,services, the Unltedfstabes

.’ has rapidly drowing capabll%_gkln such areas as health plan- v
- ning,, coordinated networks of health serv1c§§, use of Varled
. health personnel teams, devefopment of %ele one and telévision
+ communications,. and. use of computerized dafa systems. Some of
Ty these, if cérefulry selected, can be*apolied to the Realth < ,
‘. care problems of developing countries. Never theless, pne must

remember that the United States has~had virtually no experi- -

ence’ with the special problem of prov1d1hg health, servgces to
. large, often dispersed, populations with severely limited

resources {the current per capltaﬁexpenditure for health in

" th .United States 1s 300 to 1,000 fimes that for much of Asua

N »
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practice;. and so forth (Taylor et al. 1975, World HdRlth °
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and Africa) (World Bank 1975). The past_gives us cause to
worrythat the indiscriminant use of technolody intensive,

data heavy, and cost insensitive approaches to health care -«
will constitute a new generation of arrelevancies trans-

pléantéd “from the United States to developing countries.

In medical. education, America has undeniable strengths.
The irrelevancy of some of thdse strengths for developing
countries' and tfe distortions caused by them have already

been alluded to. Beyond these, there are areas of American

medical education that can be useful to dev

eloping countries -

< egdts.

.t

foreign nationals to
atcording to their own meeds and objectives. ..
t v

+ and-which, by their nature, will be relevant to ocal inter-

t: As a leading example, the principles anc»rz )
plapning and evaluating m?;cal education provide guidelines
f?f e

etheds Qf
velop their educatidbnal programs

— Beyopd these capabilities relating directly to h’éalth
sfervices and medical educatign,’ there are more general
characteristics to be drawn from America, incTuding: .

A

N

-'@Flexibility and adaptability.

'.Willinﬂness and even interest in breaking
. D] ’

) wi.th. the past. . Y . -
- @Creativity a;md 'lnmy,ativ"ene':ss. .
. ‘willingness- that .oft:n‘ an}o{m} o audacity in e ’
~ ., tackling cémplex problems.
N et .
‘g ) W @ Openness tt criticism anfi ’se]‘.f-criticz.sm: 7
. ",r ’ ;‘Ablllty to keep up to date in‘one"s field. .

These cﬁa&acterlst(i}cs of s¢yle and-function are, of N .
course, not GUnique to Americans‘but they do ocr regulacly,
.+ More importantly, they may be applied 1n working with foreign
. nationals whojoften deal with complex and sometimes.oppres- -
. sive problems, particularly in the bureaucratic structures
- within wh%cﬁ they must function. N . -
' e ) NPT,
s»  But with these strengths come flaws that often misdirect
, @nd compromise the potential contgfbution of American tech-.-
“nical .assrstance- efferts (Bryant, April 1976).° One of these
s flaws is seen in a pattern repeated over and over:' A problem,

- e ?
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<ig dentxfled and a solutlon developed, often -at hlgh cost
and |with years required for implementation. Later, it turns
«out/that the understanflang of the problem was superficial and -
- the solutlon, though perhaps logical in direction, was in-
effective. 'Usually the problem has underlylng causes and

relationships that are not seer, ard the “solutions are ‘not of
the force and=direction that take those 1ssues into account.

B There are at "least twd sets of reasoms for, thas pattern of

failure, one having to do with Americans, the other with the
. problems themselvegs ¥

First, many‘@merlcans (not only Amerlcans, of course)

have a mistaken confiddnce in their ability to solve problens,
probably derived from American historical suceesses in deallog
with technologicad problems. This assumed ability 1s appfled

, toa varlety of problems, often uncritically, 1nc1udgng those
assoc1ated with medical educatron and health care, which are **

'frequently of a spcral nature and not easily amenable to .
solution. . , :
— - - - o
A

1« Second, the problems themselves represept traps for,the. s,
unwary. They have layers of complexity tHat are dlﬁg}eult to

discern, and the solutions often have unlntended outcomes that
appeqr in at‘least two forms. ¢

’ .

Some:solutlons ak¥e marginal 1n effect. Thq‘example has
already. been’glven‘of the prepargtion and recruitrfent' of
phy51c ans for national need. The weaknesses in Yealing w1th

)thls problem-are at least twofold. The usual solution is to
set up departments of”community medicihe, but these.are too
weak as instruments of change when simply added to.the exist-
. 1ng Sstyucture and content of ‘medical education. Further, the

'problem 1S usually seen as a medacal problem; a‘view which
. " defines the problem too narrowly- and the falluresgare then

. séen largely.as eduaatiopal- failures, _a view whlch}asslgns
»fallures too narrowly. ~

- . .
. i '

Another example, thas’ t1me taken from health ,services,
1s tKe use of auxiliaries, such as medid#l a551stants, as a
solution ‘to the phy51c1an shortage problems, a solution that 4
1S in the rxght dirfction* but falls far short of bringing

health servxces to to populations In actuallty, 1t 15 %
necessary_ td 4o beyond auxiliaries to - ‘th&use of v111a§e '
N Health workers, who resent another social &r manoower
O resource, = - p FQE*\\\‘- k .
- ‘»f/ i - ‘ ’ N . L
5 while fazlures and marginal'efforts often.follow from ¢

’
‘ﬁ;nadequate understandlng of probkems, at other times they are
e to forces beyond the conttol of thoseixnvolved—-a project .

-
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' + may be thwarted by unpredlctabi'e events, such as rampant P
:inflation, or there simply may be bad luck, sugh as the loss
- .of crucial local leadership. . ‘
h o ° ~ p’ - \ .

Unilikg those solutions that are margin:l in effect,
- some become part of the pfoblem. The most famous, example
here is that~health care programs,developed to deal with \
widespread disease and disability 1in developing courtries
have contrjbutéd to the problems of population growth. As
another example, the effort to address q health problems
of developing countrj./es through high qua &y medical educa”
tion has resulted in young physicians choosing areas of
érqctice other "than those of national need.
T . [

More Effective Udes Yof American Resources

- e

Since current modes of medical education are often soci-
ally;_gounterprodffgtlve‘, American contrikbutions to medical
‘educatien in countries of the.developing world must be formu-°
lated carefully. There are at least five areas of activity
in whfch initiatives could be constructive. They include:’

, .. ' .

- .
a ., ’ .

M ) @ Health ser?n.cg related o population needs. .
SR > The lipited experience of Americaps in deal- .
i * ing with the special problems of providing .

. . health Servicew®o large populationg with
extremely lin@gted regources shouly be noted.‘

. hagis should not be on transﬁl-anting com§ ’
., nents of the American health system but * , A*/
using American cteativity in searching wath :
A foreign natiogals for' improved approaches fols
- y their &wn setfings.  Examples include' finding ;

- 'ne.w‘mode-s of '‘using community resources for
e . *  health care; formulating new measures for’
o evaluating ‘the contributions of health care
" . ' to ﬁealt‘h an} to individual and community . . .
development: and methods of using limited
resources for health services that take into -
L ek _account total-population needs and the dif- -
’ : + ferential needs of 1ndiv’iduals and popul:tlon' o

- ' : *  groups. =« ' . . Y
| - T -

. @ Public investmeént in alternatives to Gnder- "' .
. : graduate medical'education..Due t¢ the great = _.
e Co gt _Tippage'betiﬂeeﬁ publkic 1nvestme in med-
’ J ical educalion and xeturn 1in ‘Q:er%of.
' i ‘derving ratidhal need, theres should” Be .

. .
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¥ .
Rursuit of.alternatives thet might yield .
greater returns. _If new resources are
not available, funds could be recovered
(over the great oppositidn of medical —
educators) by g:educ:.ng the numberxs
medical students (partlc‘larly undér
c1rcumst.ance§ iR Wth‘h a llmyted propor- * .
tion choose to work in areas eed) and
reducding inveé®tments 1in universxg
‘Some examples of these alternatives are:
- {ater attention to the continu- —
1hg education of those physxcxans -

. who have chOSEn to setve in areas * . {

of needj lncludlng substantlally .
1ncreased Preséxv1ce and J.nservz.ce ‘

K } . ." . ‘< 2 - - '!
~ --Priority to jmproving the ondlﬁ.lons

ofbservz.ce in'areas oﬁeeﬁ\‘lncludln@ .

lmproved houélng, exper'lments with
. clustermgzhyslc:.ams and othex ‘pro-
fessionalsfihvolved: ln‘,g?:(eglonal serv:.ce
* programs as. a means of lmprovz.ng, “the ~
social and prof9551onal‘ “envjronment;
mproved arrangements for schoohng Qé .
their children; .¢mproved professxonal
resources such aw labor&torles, com= [N
’ ‘munications, and consultatlon systems; . y
. and increased fxnanc:.al lncentivgs * o
“ (Bryant 19-76?. , , ‘ —_—
sedy emphasls an, researqh and ° ~ (
hentif health Berv;cés w;th :
Lth personnel partlclpatmg, “

both :£d-impgye heal}:h ées and

Y

-- In

m:tflatl‘ve s, wel me. . Indonesxa ‘is K
doing this, and ifEdgotto, "let-a.

thousand flowé:,s;i;x‘-o as:stlmul‘;?:ed i ‘
,initiative and" :unproved rale in.,
rural setv@a >

e

' nel, includin
\methods tha

y hospitals. K

edu;;atlon. s d -

A

.
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I the problems of

. these problems, I bel;gye it mu
: tion .of: 1 ‘ahd research programs on

be brought into closer relationship
' . with educational programs for physi-
cians and other health prdbfessionals.

- - y = e .
' 'Q Broader approaches to physician ‘recruitment. -
Such approaches might include efforts to - ‘?

shape national pubL;c undérstanding of prob-

lems through the press and through-préfes- . ’

sional and publit discussiong; .attempts to _ -
orient prospective medical, students toward’ s
a different image of the professidﬁal life

of physicians; and,the use of criteria of

selection dlregtlf related to service in

- areas of need. ‘ .
t
@ Increased effort to develop a cadre of Ameri-

can professiongls in international health.
hd - ¢
en need to understand both

developing countries and
how_resources of America can best serve in
those countries.

-’ - .

' -
' @ New gproéches to'medical education. Rad®cal
.experiments in medical educatidn are called
er that have the.overriding objective of
) prpducing physician9. ho are committed to
sgrving in'géographiﬁgy_argas of national need
ad who are competent to function in a service -
> role. Program elements should be explicitlyd
directed toward that purpgse., These shou
inclede: formulating educatiomal-objectives———=—
gand curriculum, lgcating the educationgl pro- :
grams, devéloping the academic structure,
selecting jachlty, recruiting students, formu-

' *  These men and

3

v

% lating modés of student:and program ,evaluaf_ion,

* .- and establishing conditions of licensure. and
postgraduate placement. ; .
. A ~ ¥ .

. . .
H - .
s’ necessary to accomplish

* Just how to structure the chaﬁge
‘ this“Gbjective is-complicated;
. choices lies outside

1 : bt
-problem of. professionaj
, graduate and graduate - fn

can be made. ) X -

part of the problem of career -

,@E medical education, and most of;the
comnetency is divided between under-
edicdl education. But some suggestions

For medical educgtion to have a significdnt impact on
move strongly in thgéairec—

1), focdssing/jeducationa
2 )
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local settings. and -problems and seeking a kind of excellence: .
Jhat is relevant to local needs rather than to thg inter- -
national scenej and 2) presenting students with a narrower -
xange c:f career options, established thrgugh explicit stafe-
ments of institutional purposes; corresponding program -

-~ * structure, content, and faculty; and the process of student

K se'lectiqn. . p . -,

&rhis narrower, Jocally oriented -emphasys is based on my

+ belief that all medical schools need not apd should not pro-

duce the omnipo}:ent international physician.
o’ . — N
To provide more specific illustrations, I propose that
the programmatic direction could i‘r@lude the following .
elements: . i o

~

3
-

]

@ Locate the school in a rural area. \) —
+ ! @Eliminate the traditional university hos- . -
pital and base the program upon local .
communities and health facilities. - N
. @ Minimize or eliminate departmental emphases;
which tend to recruit students to specific, |,
distiplines, and integrate the clinical
* disciplines into patient and community health .
Lcare programs. . .

.

‘ @ Develop graduate medical{Education programs I_ -
that form a continuum with the undergraduate
program, choosing specialty programs with
care, and explicitly avoiding graduate train-
ing in subspecialty clinical fields.
v ?
@ Focus research on local problems to include
° . diseases and their management with respect to ’
o local resourges, provision of .health services,
. / communities in relation to health and health
services, and relationship/s bgtween health and .
development. . < ’

@ L

. i
3
LY . ¥

. ~.Such an approach would create ne/problems and risks{y for

ical educatiion, but these problems and risks have to be
balanced against the fact of continued and extensive depri-
tion among, many of the world's populations. -“ .




. e . .

-

v &
Alford, Robert R} Winter 197

l‘e_conomy of~
. health care: dynamics without chande. Politics and «
Socgiety. . - ¢

- . »
Bryant, John. 1971. Health and thd Deveféping World.
_ Cornell University Press: Ithaca. Pl -
e » .
Bryant,. John. 1975. Health manpawer distributton-~lessans .»
from abroad. Proceedings of the Natidnal C§n’fefénce
. on Health Manpower Distributipn. National Health
., Council: New Yorh. Z ~

’ . {

niverdity-related community

v

\

3‘ . Bryant, Jehn. February 1976. J

health demonstration projects, in natidnal health serVv:*
- "ices development. American Association.for the
.Ad.vancemerft‘of Science: Boston. ;

FRCEE N

v . . - :
Bryant, John. April ],9'76.' Successes and £ailures of Americgan
¢ contri?gutions .to health in dgveloping courrtries.

. Institute on Comparative Health Systems: Boston.
e e L * . L R «
. .Mahler, Halfdan. 1974. .Health of the Family (Proceedings
A of the Internatidnal Healtl}o,'Conference). National .o
¢ Council for Internationals Health: Washington, D.C.
. ' o . wr® e i B
v’ ‘Newell, K.W. 1975. Healthrby the People. World Health .
. . Srghnization: Geneva. .

Sivard, Ruth Leger. -1974. World Military-and Sociagl
.Expenditures. gInstitute for World Order: kgew York. I . "~

v .

N faylor, Carl E. et al. 1975. “Doctors for Millages——l_\_
Study of Rural Internships ‘Th S%

en Indian Medical
Colleges. Asia publishing House: New Delhi.

. } - s
" World Bank. Februarv 1975. Rural Development \(Secg:or' R "
pPolicy Paper). World Bank: Washington, D.C. - ’

2 L4 PR . .

a
.

-

. t :
. I

. .World Bank. March 1975. Health (Sector Policy Paper). ' .
, . ,World Bank: +Washington, D.C. \ A

-

.
L4
4 -
‘e - : - -

. Pk N -
-~ - World-Health Organization, "A progr fpport:. on the( mulot-i-. ’
. nafional study pf internationaljgration’ of p}%sicfans
- and fiurses. ,Health Manpower D opment. & Wor 1 Health ° !
. Organization: Geneva. .’ . P '

i
. '
- . ‘

B '
A ruText provided by Eric .

.t




A .
. ONE WORLD OR MANY: AMERICA'S ‘
e e ROLE.IN MEDICAL EDUCATION

~

¢ . N -
®
. - -~ . . Y . . - ‘ \) A
: 2 3 -’ - * : >
. 1 - V. Ramalingaswami, M.D., D.S.C. . .
.. . 9 N . ¢ o . . *
Lo € i

-t
C L e, May I, ‘at tﬂe o&%set, pay trlbute to the contrlbutgg; .

' the Unjted States of Amerita has beenﬁnaklng to the strengthen- .
- ing of medical capabilities in the developing worlj#* A-major )
part of this contriBution has 1lain in recent times in the

trainigg of clinical specialists and researchers in biomedical

sciences. Some'®f the trainees now ocecupy positions of respon- ot
sibillty in teachlng,|research aqdf;peCLallzed medical care
in deveh untries and they axe in a position to influence °

& health serVLCe patterns and ealth manpower degelopment in those
, cqpntries; ‘I would like to discuss the critical issues facing’ 1
the developlng world in medical edbcatlon and lndlcate the klnds *
of rresponses needed. . .

. »
s . - !

I\trodhction \ . . ' o

.

. . It is clear, of course, ;hat developlng countrles are
- not a homogeneous group. They vary consxderably in the degree o\
pf development, the texture of Eheir sociefies, their economic ‘
levels, and in the trends,, speed, and directions of their prog-
ress. Noththstandiqg tﬁelr diversity in these and several
other respects, they do present in their health scenes some
common characterlstlcs and broad similarities. There is a wide
. gﬁp that’ separates adutely felt (but largely unmet) health
needs and .the resources available to. meet them. - Morebver, - :
there is an equally wide gap be'twebn what medicine>can do and E
o ~whdt it actually is doing--between the posseSSLOk of knowledge
' .7 and” sotioeconomic ability to translate that knowledge intoﬁthe
. reality bf ‘the local settfing. Little congruence exists between
- the role of the physxcxan and the' needs of socigty:; little
equilibration dwn be found bétween medical education and health
} . {care. The medica _edutation system and the health care deliv- i
f ery system seem have gone separate ways, each uncratlcally 4
3 °, adoptind the prevalllng patterns of industrially advanced - '

L
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. » -

T countries. Each focused on individpal hospitaligzed patient
- N care to the, detriment of f t line primary health gcare, on
B curative services to the neglegt of p;evenﬂ‘%e,éervfﬁes, and .
on urban orientation to the neglect of rural areas.- Séverely
limited resources were being drained” away in the provision of
advanced levelsg medical care to a relatively 3mall segment
of the population. The health mangower sStructure became dis-
torted, taking the form of an hourqlass~xathgr'than a pyramid
(Taylor 1976). The value of indigenous.systems of heglth |,
care had 'been_denigrated. Overcentralization of authoritys and
compartmentalization of services had hecome obstacles to inte-
N grated, comprehensive health care. I have recently described
- the egsence of present-day health.care systems in the develop-
. -"ihg,world,. in a 4lightly "dramatized, way, as overcentralized,
ovérproqusionalized, ;;erfragmentéé, overexpensive, and over-

mystified (Ramalimgaswgmi 1976) . ' . o

A €

irrelevant and dysfunctional in relation to local neéds. The
. structire of the curriéulum, the &nterests and attitudes of -
- the faculty,~the.social status df'thé specialist, and the®-
whole environment of the urbanp teaehing hospital militated *
’» .against the student-physician acquiring a live interest in

- with no meaningful links with the health stations in the com-

- S munity. Curricula had been repaired from time to time but

— fundamental changes were few. Despite the striking:differenyes

.> in the health status, health needs, and resources between the

‘ " *developed and developing countries, it 1s astonishing for he
to see how homogeneous and uniform are the patterns of medical
education around the world. I am speaking :from personal ex-
perience in India, 'the United‘KingQOm,'aqd,the United States of

and women . have not been' addressing themselves to the most .
' . seriaus problems in health care. A recent study among interns

jects tested for their appeal for further study afterigradu—

5 « anatomy for the last position (Ramalingaswami and Neki 1971).
There is nothing new in what I have stated here. Many of us

the real needs of medical edycation in developing countries?
How -

. - -

x> * -

. Needs of Medical Education” in Developing Countries - . .
7
3
.. " "While the method of medicine is scientific, its purpose

N Wl R : - R .
~+ s social. The scientirfic®basis of medicine remains the same -

—

.- Edugational-and fraiﬁing programsgfzequently have become '

America., Fam:ly medicine, general practice, and primary health
7 care do not attract abBle' men and women. Our most competent mel

* carried out in Ind@a’by\my ife demonstrated that among-18 sub-

. ation, the subject of preventiVve and social medicine vied with

have sung this familiar song on many'a platform. What then are

2comhuﬁ?%y health problems. Teaching hospitals were cons tructeds®

S

.

.
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~‘;/ whether, it is practiced in Ghltcagong or Chicago, ‘but, the Tt
L circumstances of its application dxf;er with 1dcal Rpriorities -
. ) and the sQcial, economyc, and4eu1turalrclrcumstances of the_
' local settlng (Ramallngaswam141967) We must remember théﬁ, IS
164 at theﬂpresent stage of ouf” developmenq& institutions respon-
R sikhle fo/,educatlon and-training of :ggﬁth personnel have an .
. Oppo nlty to influence national de opment. and can be

1n8t;uments of sgc1al action by changing th®' conditions that~ s
hamper the appllcatlon o exlstrng knowledde. The doctor 1is

still respected, even revered . ' A
Sy .

\
ot The first priorily need ls'a system of educatlon oriented
towards the prometion of community health and prymary health

g’ care, a system that is linked unmistakably to the social and
economic well-being of people and to national ged ls-ef.ﬁevelop-
merit (Ramalinga$wami 1973). The goals of educatyon for medica

- and allied personnel need to be clearly defined 1n terms of >
meeting the hkalth needs ind disease. patterns of th commupity .

s These.general goals need to be translated 1nto’specifiwgoals
and appgoprxate 1fstructidnal methods, curricula, and.é alu—
;oo ative procedures instituted. (he health profile of the popu*
¢ . latlon, extent of outreach serv1ces, economlic status; cultural
fa#lors; tpe relative roles of governmental, nongovernmental, -
{ “and voluntary agenciesg 8 a host of other factors whlch vary
between countrles influence course content and learning Situ- P
ations. 1In a country like Indla, for example, medical educa- _
tion must ®¥eckon~with the demogrdghic imperatives that, nearly |
. 40 percent of the ooulatlon ,aregunder 14 years of rage, .
crowded, as Bryant (1969L sald 1n «an environment loaded with ,
"the causes of diseasg and death The health scene is charac-
teriged by poverty,.by a high “rate of infant and Chlld loss -, .
compensated.by a high bPirth rate, and by a disease pattern
, reflecting the synergistic lnteract;on between malnutrition and
infectious: disease. There 1s a cluster. of causes and a melti- Ve
plicity of effects, .making 1t both,esgnomical and rational to .
employ an Lntegrated approach with a package of services
~rendered by a healtiht team. 1In a setflng such’ as this, the:

.physic1an mpst function amd lead the health team. A high dro-
portion of patients will be children and most of the problems .

.willerelate to the community and the gnvironment rather than -

" to the individual {Commentaty on a‘Conference 1971). Thé
phy51c1an should be able to use lllness rélated curative activi-
ties "as an entering wedge for ryachlng the community with
preventlJé health services. Thus meddicine does not depend
upon radding a few hours of rural medicine to, or of subtracting

. a few hours from, anatomy in thet curriculum. It does not even
.- depend upon add1ng some psychology dnd ,social science, a touch
Qf biostatistics, and some field trips now and then. Funda-

mental changes are needed, changes that will deculturalize‘the

~
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. Mpre‘Eent system and reculturalize i;¢ leading hopefully4§o

y ehavioral change, a.rehumanicatlon if you<will, of the agents

-of health care {(King 1965). If community medicineg is-to geip .0
the imagination ofrstudents,‘it must be based or schoelarly

S founda;ions. It must present humap beings and their environ-

mdnt as a biocultural scignce through an interdisciplinary,

' holisti&-approach. It must encompass human evolution, popula=-

\ tion d¥namics, the connection’between demography and disease,
-t fertility and health, .the features 'of rural and urbn environ-
ments, host-parasiterelationships, human growth and develpp-

* ment, human nautrition, and patterns ‘of health and disgase as .
functions of the total environment (Boyden 1969, Ramaliqgaswami o
1972)..° D . .7

- ~ - . .
— ’ . )
' ‘ ’ , o T2
Responses Needed 3 s N
. * Medical care of the futurq depends upon medical éducai/, T

tion of the present (Gregg 1956). Many developfng countries,
aided by such- organizations as WHO! -are makipg pﬂfé%ts to cor-
rect thé distortions and incongruities,I described in their
health service and medical education system§. Conscious _J}
%( efforts -are *being made by their ‘governments to extend community
T e outreach of preventive and curative gare. Sizeable infra-
structures have béen built in the community. Several inter-
esting and novel, medels of' health care are being experimented
,upon in different parts of the developing world (WHO 1975,
. UNICEF 1976). -Reorientation of medical education to commynity
needs, restructuring of auxiliary cadres, andintroduction of
a new type of Fommunist—oriented health worker are beifg
- attempted. "High priority is being given to integration of
. nuta}gion, fertility regulation, i&munizatiOnhband gﬁimary care
_services at critjcal life points. Health c3fe delivery and
. medical educgtion systems gﬁe being'plgnngg togethed.i In my
country, for example, a, group on medical e@ucatipn and Support
manpoweT- has articulated these concepts in a Teport recently |
+ submitted to the Government (Government of India 1975) and the

.

§

<

N Governmént has initiated steps 1in- the past few months to e
involve the médical. ¢olleges in a maé%;vgﬁnew commitment to
medical ang auxiliary eddcation. _ . ot ~

i
i

Encouraging as this trend.is, current efforts a}é still
. small and scattered in comparison with the colossal nature.,of
: - the task and 1ts urgency. The ongoing experiments on alterna-
' tive approaches to health, care delivery- and health manpowex
Qevelopménﬂ leading to integrated ‘services covering promotiVe,'
preventive, and curative aspects, with widest possible coverage
and equal accessibility of services to all cifizens, need to be
suppor ted. Insﬁisutions that are striving to gstablish ,

v . . .
. . & . . ~
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cammunity;oriented medical.education and to train physicians
“in the' culture of, their countries need to be identified and

< >

assisted in a meaningful way. . . . N
- \ (4 < . ’) " /.
lg:ﬁat about the more traditional rote the United States- * 4
has en playing in training specialists and reseapchérs?
.o No on® will deny thé need for clinical specialistsf-surgedns,
gynecologists, ophthalmologists, and so on--and for research-, .
ers to create the scientific and technological base required .
bo render the health services more efficient'and effectiye o~ ~ .
F Training of people within these categories ls'necessafy for
the development of indlgenoué'e;pertisq'to solve local, prob+
lems and for the achievement ofrmedical self-sufficiency
within the countfy. One cannot advocate on either/or ?
. approach as,-for example, primary care now; secondary care A
later. . Primary, secondaty, and- tertiary health caye and * ©
. competénce, need to be developeq in relation to one anqther | | P
" and h}th due regard to the urgent need for primary care in * .
the context of scarce resources. In this light should be
viewed the internship and residency training programs for |
foreign medical graduates. Largely determined by the.needs Y
. of UsS. hospitalss thesé programs ,tend to aggravate what is . >
already a difficult problem for éeve{oplng countries, .namely,
,how to wean candidates away from the more glamordus clinical
. Specialties into soci;lly more important endeavors and how to -
reduce professionaly piling up .an metropolitan areas. Is 1t
-~ possible that advanced training in the United States could be
[}made supportive ogland not Tolntexproductive to the measures !
developing countries are taking «to restructure their health
services and manpower development to meet the elemenﬁgry L
health needs of their populatichs? v ° -

“

o

. * i
.- - . [y -

Talent. Flight ¢ A . . . ]

-

Much has been wiitten about the flidht of medical talt s

4 ent from developing to developed countries. Medical migrlation

I's not a_new phenomenon but.1bs excessively unilateral direc-

tion (?rom devgloping to developed countriek) and 1its volunge

have now bgcome substantial and serious. This occurrence.is a ° ,

complex qne and a varwety of -push and pull factors are at work.

A decade of deep concern and ‘study has. not led to any substan-

. tive agtion. Some believe that, ultimagely, economic growth
will take care of-this problem {(Baldwin 197Q0) . However, §pe\
problem may not be amenable to direct attack." It may lnsheag
be an expression of. human ‘choice and 8o perhaps resistant to
suppressj legiglation. ' Nevertheless, through understanding .
and'thro;ﬁ joint 1initiatives® from both ‘sides, a process of
change’ could He initiated. Let me say as -well that there is

. . -
Aruitoxt provided by Eic:
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*  much that-we 1n the develaping < pntries.’should-~be dong.™, o
.’ Oscar Gish (£976) recently identified maltrainihg, maldys- )
tributior overproduction, and low effective economig demgnd ' ,
as some jf the factors upderlying medical ‘migration. Megical .
. talent is a productive investment, not a social overhead )
. (Parthasarathi 1967). We need to develop a sound strdtegy -
, c.witpln our own countries that pre’pqres and retains ‘our health ' )
A manpowers to serve .our;,n‘eed.s . Our qmanpower policyes. must be- -\
. related to our developmental ‘ngeds. We need to set up mofm .
’ effectl.ye mechanisms for repatriating natmonals wqumé . .
abroad. This 1s & probl=m thdt has caused deep ‘cqnc\ern;yo my
,country which 1nithwated _several measures, the most wgfl1 knbwn
of which 1s the creation of transitipnal positions for returns .
1ng scientidts on their way to perman,eﬁt home 1mstitutaons. A ‘
Th ],'oss of nurses from de elopihyg countries to the affluent’ . "f
'Gountries np&only of the Klesf: put also of, the Middle East 1s |
another probjem causing degp cg‘ncern. ‘ * - M
. o b . . .

L~ . K ’

©,

. . » v f .
g . on the side ¢f réc‘.plen cou stries, Aeveral melas{:’res have
Been suggested, (Baldwin 1970 -F—imérévxng counseling services ~
for forefgn medical-graduate efpr@ and after their;atrrival; i
. i1ngreasing the cutput of médical personnél_ trained: in the °
- United States, and assisting|developing countries in‘their % «
. exper mépts_thﬁ alternative/models of health' cate delivery. _ .

»

. and health manpower development to redlce depenc’%ib ‘orf over-* ',
i trained physicians. The chuses’ rather than Js'ymp: s should -~ °
be tackled. Y 0 .. s . . PR
- . * . - 7
LN . . “ . . . . .
- ' . . , T s - . .
. 14 A
. Cconclu$ion s v e ! \ .- ’ ‘e v .
. , . . - . : - .
i I"would like to contlude|%1ith a feference tq fhe Mother !
. * Goose rhyme .'Who Killed C\ock Roblq," which 1s:scmeWhat sanalogs” )
’ . ous to what Dragstedt (1982 ‘did some years ado with regard

to the career of’ a brilliant I{\gcilca.l sgientist. My Cock/Robin
. is & medical studént in a deFeloping ceuntry whd,. like his '
! , col'l)a‘agues, 1s full of ldqali m. to serve humanity and’ work for .
¢ people, when he enters medical .school'.‘ I do not doubt his sin-
R ,eerity c_iespite 1ts monotohy . He, along with his ‘colleagues, .
v, "f1hds d1ttle ‘reinforcement’ of| his 1dealism as he moves from +
: semes'te,r to semester 1n medicpl school. He, like pis col- :
. leagues, loses his initial spbntage1ty ‘and n‘atur'alnéss"and{' s -
- 3by the “time he 1s an 1intern, pecomes what thé_ late ‘Alan §regd, °
(195 Msed to call a prgtecthve ptefeotype. This.1s Stage 1.
After graduation; he, hée,fu colleagues, wiskes?to special- - |
E ize an¥a clini¢al area and st};y/in the teaching hospltf:al’ .
] «‘where the "best" doctors prac jce the "best" medicine. Re-’ /
V' ¢ turning to his own community,is an e,xpressxon-?f farlure.
Takung up, community medicine Ts a postgraduat€ career 1S, -+ <
. N M
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¢ secohd class. This is stagg 2 After’ spend).ng 3 or 4 years . N
s in postgraduate work and. acquiring & Jpostgraduate quallflca- .
- tion in a clinical area, “he goes to % devedoped country, .
J starts pex:haps as an 1ntern or junior resldent and works his
T, way up in a Jtotally hew environment. +e ‘maintaing his’ 1m.t1al :
intent of retu!:m.ng to his cehntry to utilize his.training' B
there, As time passes, slowly, 1ns;dlously, the urge to ‘
* return turns 1nto desine and .desire into a philosophic resig-
. " natioh. He now has the green. catd!- This is 3tage 3. » ~
. . ) .
These are the stages”in the mormﬁlcablon ‘of Cock Robin. N
'I‘hey ‘ate real® and poignant a&nd cry out for corréctives at - ) \\,.
'/ . each stage. ’W'e cannot affor& to. forqgo .addresslng ourselv,es~
-* ' to these problems® These must be a. new 1inutiativetand'a T .
cqllabox‘atﬁ/e endeavour between developed and developlng X
countries. : . N .
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S S T $NE WORLD OR MANY: AMERICA'S ., « . .
ROLE IN MEDICAL EDUCATION '. < .
Tamq?riulop, M.D., Ph.D.— ¢ —_—
'4 . . .o N
* . I3
Introduction . "

\
- »

It is a great honor ‘and pleasure for me to have been
invited to this Symposium on Medical Education and the Com- .
témporary WorId, and to discuss the contribution that the ‘
USA'has,ma&e-to médical education in the world. ‘I shoulé——
like to thank all the organizers, and especially Professor

George E. Milier, for‘ghe opportunity given fo me. . - .
R « ° . . o

) ' The subject--medical education and the.conéemporary .
 world--1s actuklly an easy one but, at the same time, quite .

difficult. It 1S easy becau§§ in Ehe.past few decades the >
. U:5. contributidn has”been erprmous. Nevertheless, Lt is a

complicated subject givem its m gplfude and some related '

controvergy.i Since I have been?asked to discuss haw the :

U,S. contribution to mediegp edycation in the world might *
‘. he rendered more effective and efficient, I shall try to

cope with both aspects of the problem~-thg achievements ass

well as. the controversies--from a persbna? point of view and

not as a WHO official. . ,

The U.S. Contribution to Medical 'Educatyon in the World

X The U.S. contribution to medical education 1in the wor;d\ »
. has 1ndeed been.lmportaht. Discyssing the initial impact of

the Flexned report, Lippard (1974) wrote that "the year 1920

markell thé beginning of a new ‘era in medlcal’edgcation,"‘after(~

stating that "the level Jf medjcal education in North America
was far below that in Europe."” The.U.S. contribution to "
medical education systems 1n other eountries dbviously started
in tHe late 1820s and,‘in less'than half a century, has -
xeached the highest peaks. Thas* contflbunmqn.materlaglzedg

v -
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£1rst through lnstltutlon building, both througﬁ capitals
oo lnvestment and fellowshlps, helpitag to .prepare’ 1ndividuals * -
of other countries for teaching functions in the new insti- :
tutions of their count¥ies, and provxdlng temporary teaching ¢ f’
“* ! "staff. Next, it appeared in the establ;shment abroad of
e, American unlverSlgles and, flnally, in .sending U.S. experts
. to help establish newy tralﬂ&ng institutions. However, this
. enumeration need not be contepued- since these are all well- .
. known ‘and- welr-pub11c12ed facts. In my opinion, there i’ .
R another aspect of the'U.S.'contribution which is not of oL
material naguré and 1s of much Yreater importance. ( .
> . o . . r,
‘The post~ Flexner rendissance of U.S. medical educatidn v
has led.to the establishmefit im this coyntry -of a network “of : .
research-oriented medical schools. As Glaser stated in 1971,
. "The single most lmportant factor .that” has inflyenced the
' developmeut of Americah medical education .in the past 25
N years has been th\growth of research." Moreover, as Rall . -
(1970) said when speaking about the scientific era,in médi- ' -
clne, "The hallmark of, this era is science and research, ami ’ .
L. its trademark is American.” The strong-and--after the second - 3
' Morld‘War--everJgrow1ng influence exerted by the United -
States on medical education throughout the world-could be
summed up by saying that the United Stages has set.an example N S
“in combining emphasis on basic sciences with emphasls on . -
down-bo—exrth.cllnlcal clefkshlp (Fulop *1972).. ' <0
) ' .
af’ ) The new, postwar era‘\n u.s. nedlca& education started
with ‘the introduction of curriculum innovations, initiated - ~ A
. by Dean‘kearn,sat Western Réserve Medical Qchool. These . .
. developments led to soul-searching and scientific rev1ew of
. content and methods, and eventually §o research vis- a vis
me?rfal ei:catlon.A

‘o

-

. s v \

» A milestone in this development wds the publicatidn of *
the now classxcal book by Miller and assochiates {1961), after
which nothlnq_ oculd remain the same in médical education. It e
was &dm1§ted that "teachers are not born," but cam be, "made, " '

« “and that medical education also lends 1tself to close scien-
“tifie Scrutiny. Decisions in medlcal.eﬂucatlon are, therefore, .
to be based on scxentlflc evidence, nof on “"edicated guesses."

L]
_ . . .

. *The "Miller book" was intended to be,.and -has become #he
world over, "& sogrce'book for those who want to know more ,
about ways in whih contémporary‘conéepts of teaching and . =
. dearning might B%?EUt to use in a medical school" (Mlller - -
1961). . . . . .
ot Lt ' - )
/ - ‘ AN .
Q' \ d . » . — " N
. . ‘. — . .
. J— R .
" : 4 -
.t I3 ‘ _
) " - - . C. -
! b2 - ’ . - . &
" M A1 J' - ~

ERIC s

" -

o I S g e ) -
14 -

)

Con 7—“. . . . P - Y - -



* ’

( ) in the. past ,three-decades the’ideas generated by U.%.
. medical education have exerted at least as s{rong a world-
<* ,: wide influence as have other more yibible fagctors. The

. Western Reserve-type of "integrated currxculﬁm,“ with'or |
s without multidisciplinary laboratories, can now be found as -
a werl—acceptéd pattern in at least haf% of the more than T
"« 1,200 medical schools of ‘the world. If we read carefully
the series of case studies describyng. flew, inﬁdvat;ve_med—
- - ical'schools in the 12 dedeloping &ountries (Bowers 1970},
we sha¥l be hard-pressed to find any which do not refer in
one way or another to the influ§nce of U.S. medical edu~
cation. ‘ , . v@&'

. * - . X

* . . ,?he~fdea that first took root in Buffalo in the Qarly
* 1950sy namelysthat teachers of medical schools should* learn
. about and develop Eompetencles in_a systems approach to
planning, implementing, and evaluation of educational pro-
’ graﬁs, and how to carry out wesearch in medjcal education,
’ gaverpbirth in the late 1960s to a comprehensfve, long-term,
Rl sequential, and worlfwide WHO teacher tfaining .program
Vo * (Fulop 1969,°1972, 1973, 1974; Worla Health ganization
974). The Center for E@ucatioqai Developmént of the Unir
- . Ve;sxty 9flxlllnois College of Medicine ¥as designated as .
g the WHO Interregjonal Teacher Training’ Cénter 1in i970°
From that time unti} 1974, 13°wHO fellows acquiredra Master's
degree in educatien.and 58 of them received infensave 4-week
trawning.; The majoraity of these fellows are now serving-ds .
*  staff of *HO regional teacher-training centers. By mid-1976 .
eight of them tould be found in, five of the ‘six WHO regionms..
e " . The neﬁt phase of the pregram, involving the s?tting up of
: pational teacher-training cgnters gNEFCs), started in 1975 . .
and, it is hoped, will lead, by the énd of this Qecadb, tda ,
S%tuagxon whereby all cophtries wishing to have a NTTC will
have one. In the last phase of the program, cente® or .
o dnits will be estab}ished'as'apd'where they ate needed, at
the level of individual institutions. Presently, enlargement
of thewscope of functions of these centers is being planned
(vorld Health Organization 197& unguBl;shed). ,

’ , .
e

. 1 e

©

The Cehter for Educational Development haﬁ?algo been
e ” serving’ as'a WHO collahorating center during the past 7 .°
? years, and has prepared a-considerable number of reports on
teachbr-training which have vecéived worldwide distribution
and have darned intérnational.rec gnitipn: . . .

. ) N
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_Cammenés on U.S. Contributions to . R
Medical-Education in the World

- . Speaking,about the grfowipg impact of U.S, medical edu- °
L.+ cation in the world, Bowers says that "unfortynately, it is
the most expensive of the export systems of medical education,
Y, because of its emphasis on the~Eeaching laboratory in the
Basic sciences and small group teaching at the bedside in the
clinical years." He adds, "The most provocative and thought-
ful new programs are coming from the developing countries" .
R (Bowers 1970). . ’

N : ~ .
>

Thi§ argument is true. ®The exported U.S. pattesn of -
-medical education is not only expel'sive, but nowadays only
a few countries can afford to pay for it out of their national
budget, However, this may not be the most impq:ﬁapt.aspecp -
of tHe story, | ' JEe e <t o

Proggams developed in the United Statég--realIy exciting’
innovations and initiatives--have been feverishly copied-by
paﬂy4pf the newlg established institutions and by quite a few
institutions already functioning, primarily in the developing
. - world. © The programs deveIQped in the United States, presum-
ably for U.S.' needs, are evidently quite inapprdpriate for L ®
;other settings where all the factors influencing tMe defini-
. tioh of a medical school program, such as'socioeconomic -t
conditions, epidbmiological battern‘ consumer expectations,
- org}niZa;ion of health services, and qé on, are basicall? .
. different. Those programs were, unfortunately, rarely adapted
. to local conditions. L .
» LT
+ Experts from the United States, as well as those from Y
many other developéd countries, and scientists of the highést
level, full of goodwill biit from a basically "paternalistic"
approach, have tried to spread (and have done so with con-
, Siderable guccess) the content and methods of U.,S. mediciﬁg
. and medical educat}on. They have triedMtoc ¢gé so 1in all ,
: .possible and impossible settings, often without much idea of,
4 and‘éometimes even evidence of, concern fo:fgrevalling and
decisive.local conditions. °* F o -
. ¢ N LN .
'ﬁfgxﬁilar situat'on has existed for foreign gtudents who,' . t o
have come to the Uﬁstates to study. They have learned,

Py

2

.

no doubt, the‘hibhegt level medicine which, unfortunately,
more often than, not, is of limited use in their home settings.
; kNot only the contgnt and methods, but also the atﬁitudes and
; value 8ystem learhed, are generally incongruent with what is '
expected of them at home. The situation was the same for
e those who were trained in their- owh gountry but according to T

> . . - E
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U.S. norm$ ‘and standards, following the Educational Counecil

for Foreign Medical Graduates (ECFMG) requirements, and

measurlnq success by passing those exams.t ‘
. . - .

ﬁll,these,circumstanées have undoubtedly contributed

to the ipternational migration of physicians, creatingaa

situation whereby in 1971 a WHO study found 6 percent of the

world's physicians (140,000 .individuals) *working 1in countraes’

~

.
.

~ other than those of their origins, or in which they had

bécome nationals ahd/or were trained. of these 140,000, more‘
than half (75,000) were working in the United States wherg,
during the late ;eﬁgi‘énd early 1970s, the average annual
intrease in the bex of foreign phyéxcxans:was about 4,000
(World Health Orgesxzatan 1976 unpublished)>.

The phengmenon of rinternational migratgon of Ehysicians
is multifactoridl and 1ts majorscause is the overall inter-
national problem of unequal economic and social development. <
However, the xnapplicébilxty of\forexgn-mpde training pro-
grams is also 'ah important factor, as portrayed by the famous
example of a newly established medical school 1in a developing-
country of which .the first graduating class left, in toto, for
the‘United States. With the 3sslstancq of well-intentioned
advisers, the program of that schoolshad been'designed similar
to that of a‘famouslpedxca; school in the States.

Al

¢ . \
'\E%en the earlier mentioned and most sucecessful- teacher-
« training program 'S slowly becoming a threat in many countries.

198 - ¢ , .

The danger lies in- the fact that th'is program may and, in \

. fact, often does provide teachers with nod€rn jargon and
equipment beneathgwhich they sometimes try to conteal outmoded
.and even 1irrelevant content, methods, and approaches. Such
behavior gives rise to criticism against the sound bases of
the program and results in labels’ sugh as "Amegican'sophisgi—
cation," or "anaqther of those” nondigested, nonadapted, ’
exported American 'brain children.'" ‘ - .

New Needs iﬁ the Worid - . Y

' " If wee look behind the welb—!ﬁ’not always so well-founded
gEiticisms, we'shall find that there are new needs in the ¢
world P!Qmedical education, as in all- other fields. Copntries
want to develop their own specifi¢ patterns of health seryices,
and adapt them to local commuinity health needs and“demands.

Where services are scdrce, they see_shem oriented ‘principally

L4

towards primary health care. . They want to develop- for these

. "Health services health pg;sonngl prepared to cope with locql
health needs and-demands,, and not for some-vaguely defined but

. PR ” .

. f .
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. certainly alien set of "1nternatlonal academlc standérds
* Relevance is now becoming the key: word--relevance to local
communlty health needs and demands, 1n terms of medical edu-
* cation as well as all health petrsonnel education. The new
~ types of activitied which are presently being developed to
meet these needs are, for example, coyptry health* program-
meng, the primary health car® program, and the integrated
development of health, services and health manpower. The |
*, best ways in which the United States could use more effec-
tively its vast resources to assist other countries would a
be through those that, t#ke*into accdunt newfworld needs as

they have just been descrlbed h3el )
- a ’ > . ’:3.
. x N \ R R : " n . -
“ Need fQi‘ Collaboratzon ! ' ) . . " )
v There 1s a need to collaborate thh countries in a -

humble and sincere way, fully admlttlng_ that they know : .
bett%‘ what they" need. All efforts to ,ampose foreign:pat-

terns on thén (even with the hest intentions) and’all e
_' _paternallst:.c approaches can only ca‘use harm, and should be
abandoned. Hence, assistance sholld deflm_tely be replaced
by collabgratlon 5 v coen
. l G . .
But collaboratlr\g in what? Collaboration is acutely _ =« e
needed i1n the following areas: o : . . *
* . ’ : - ~ :
Y i : . . - e
., @Defining thg objectives to be achieved and N N
the dctions needed to reach thesg objectives:, .
inter ali&, in the field of .mtegratéd devel-~ ' I/
* opment of health services and pealth manpower -«
! (of which medical education is but one element
. ' and hot necessarily the 'most‘imf:ortant onej . .
% M o' K R

o .Implementlng and.evaluating the "above-
— mentioned activities, as well as collaborat-
- ing in the developmenb of necessary local - o~
c mqnagerlal personnel or in the developments
\ ' . of a capacdity to create managerl-al personnel,
' -t and so on. , -~ R

PR - T e

-
. SR
' Y . o F

. " Let us’ cite, as one example,\WHO S- experlence wifh coun—
try health programmang (CHP). This work, as_you. known—lsba'** -
process by which the- country defifi€s 1ts health and K %h
- related problems ffom an int®€rdisciplinary view; sets 7% :

priorities within these problems; define$ objectaves; dév’elops
~ strategies 1in the light of available and expected re'souﬁes_;

"' ) . o %g‘l’é

,MC" ‘ L " . . ) ' | 6
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lopment érograms,

and translates such strategies into deve
ementation schedules.
{

* ) including resource requirements and 1mpl

s * WHO assistance to-the first one or two codﬁ;ries was o o

. rather apart from the countries themselves. The WHO team of = |

- : experts worked day and night w1éh little participation by ' ' |
host country na®ionals. Aithough good‘programs’were developed.

o the identification of the nationmals, or at least of some of L |
them, with the products was rather limited. Since then, VHO
support to ‘countries in their implémentation of CHP has_become

\ limited. in scope, essentially focuging on procedures and leav-’

1ng substanpive considerations and decisions to the nationals

themselves. ,;Moreover, discussions take place +in the national - o

language whéﬁeker doing so will facikitate the process. - In - :

this‘way, the results of the CHP process are truly nagional,_

in nature and the recoqmendations of the national CHP group
. - . stand» a real chance of acceptance by political and geqhnical N
decisionmakers of a given couhtry. The planning process then ’
becomes an ‘eéntirely national one, with a minimum of external
input“only when needed and requested by the nationals them-
*  selves. This'type of to}laboration is desirdble fiom our

.

point of view. .~ :
4

.

. s .
- xbcordingly, all activities are to Be carried ouﬁ'gz the .
A people in the developing countries. Outside forces may only,

be invifed to ¢ollaborate With them, but not to work for them,
L in developing exactly the things they. need, and not what

. others think they need or, worse/ wish they needed becanse:it -
- is. intellectually so rewarding. . N

X .

Al *
* ‘ohis on-the-spot collaboration must have a high degree
of social relevance. It must contribute to improvemerrt of, ,. = .
the health status and quality of life of the people, not just
to the satisfaction of intellectyal curiogity of highly moti-

vated professionals:. e
R ,

- P . " t

Such collaboration should result in locally develoggd,

5 meaningful, and socially relevant programs, not in fragmented’

V! * projects. These programs should-be implemented now and with .
financial provisions tpat\the country concerned can afford

—_—

‘. -

now. . . -
% . ¢

- N h 5 O
) )

. Conclusion - ) \
————

8

. o Oufs igtone world, whach belongg to the whole of ﬂhmanity.

. we are all responsible for the future of this world,, and we

- ‘health professionals, for the health of Puture generations. ,
None of the professions_or countries around the globe;can )

Y
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sacrifice or endanger this future ,for' egotistic reasens, We i
' all must share with one another what-we know, and we need o )
be humble enough to .learn f¥om, others what they know better ; -
. than we dp. We all have to collaBorate with ore another in -
R 1dentifying quantitative and gualitative ,loeal health needs,

and then in attacking and 'solving local’ priority health, .
problems. This task.should always takg place.in our own '
countries, and be carried out with'ous own forces, The col-
laboration and contribution of others, however, should always

N -be most welcome. ®After all, the success will not only -be our
L ' - reward, but will benefit the whole of humanity, as well as "
’ our descendants. T ‘ T . o .
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Y ONE WORLD"OR MANY: '}

SR . INTERNATIONAL MED

m N . :
. e . ,Critique and hallenge ’ .

.
- [ B .

. \ Y George- E. Miller, M.D.
. . f Dascussion Initiator.

.0 ' * - ‘
Dr. Geéorge E: Miller: We haye heard three informative and\‘ ..
& provocative papers whrch certainly highlight for.all ‘of us é\s

\ fobmidablé'probleif-facea by the developing world. They |,

t should also arbusel in ws a ‘sense of humility, and recognition

3 that-our solutions may not be the’solutions that are requi‘red

"+ if we are ‘to fulfill our historic role af #¥sigting other

- countries in achieving their own full potential?

>

4

J voe “
X < Let me begin by ‘asking eééh of the panel a éugsﬁion . v
. stimulated.by their uniform comment'that what we teach those
) who come to us from other countries, or what we expoit to °
other countries, is often irg#levant and rirely designed to .

v

~ meet the neegs of those natibns. If that is'the-case, it” N .
suggests that we have not been either sensitive to on prewvared
to learn about those needs‘before we try to provide solutichs.. .
Are you telling us that as medical educators, weé are myopic '
about what y@ are dding when we gb to other countries? o
O . 3
o Dr. V. Ramalingaswami: Let me*make ny posxﬁion clear. I do
‘ not ‘suggest that what you;teach 'is irrevelant in ény broad
sense for, after all, 1f a physician from a developing_ country
« [CoMas to yau asKing to be trained 1in cardiology or- cardiac ‘
" surgery, you qurely'ao not have two different ways gﬁ’graining
.a cardiac ‘surgeon, one for a developing and another for a
developed country. But you can at least,adentify some. of, the .
limitations 4 cardiac surgeon will encounter in a developing *
counfry and help theuphxsldlan find ways to adjust to the )
;;degifficqlties apd problems that lie ahegad., Basically, then, L
.t training for a highly specialized discipline will be the .
-, ;ﬂlﬂame whhteveqéiﬁe“hationallty of the traine¢. I doubt there . *
*  is -very mugﬁ“?ou Q§2:do to make the prsician serve a given

7
x o
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R country in a more relevant manner . %he: solution to that. - .

- problemn lles e}seghere, ‘not 1in the aniyersities here. Thé
« real pfoblem is‘what the person}comes here o be trained- for.»

- But}lt is lmportant for you always to ask what are the’ feel* N
ings-and the sen§1t1v1t1es that are lﬁpprtant-ln their own
. countries if the, cardiac surgeons are to hawe 1mpact upon
. the care‘of people there. . < . !
.t Dr. Tamas Fulop, ? would say that your educators ‘know quite

 well what they want to do,~ ¢hey want to spread Amexican
v experrenoe American med1c1ne, and the 1deas of American
- educatlon because they .are conv1nced that 1t represents the
best, which they‘want to sNWare with others. But you also
asked whether ‘they are sensitive to thé needs of others and N

¥ . prgpared te learn before they teﬁgh“ "And I would venture to
o, Say not ,very much., However, ¥ rfist in 411 fairness add that L.
.. . thys atfituder i5 changing. What we have described was mainly =
. . the past contribution of Amerlcan medgcal educators. Ve nust
be apprec1a\:1ve %f the fact that in regent years new atti-

e

tudes appear.to be taking hold. I must note that these ob-
servatlons do not apply to American éxperts alone, ,but also .
. to those vho come from virtually any develooed country. And
,*. I echo the comment of Dr. Ramallﬁgaswamlcthat if jyou train a |
cardiac surgeon 1 the United Stat r a developing countrysy-,
he qr .$he should be ‘the same prodggt as bﬂe trained for
Amerida.  But. it 1s not at all clear ?ﬂvt developing countries "
mos<. need cardrac surgéons and otheg hlghly trained sp¥cial-
ists .who emerge from many U.S. programs at this time. Because
such people are not the answérs to the’ prlmary needs of these
i . countries, the result is that they may never go back, or if

. they return, they/may be so frustrated that they 1eave for the
Unlted States or another developed country.

ar .
Drs Miller: Both of you seem to be saying that we do very B ’
‘well what we know how to do but perhaps what we know how to do
i fs,not what the. fest of the world needs: \ .
: S Lo . . ' e
Dr. John H. Bryant: , That may be so but to ‘ask the guestion in
" such a gereral way tends to obscure some of ¢he differences iq
objectiwes that the people of other countrleg,and we im the =
United States might have in workipg with one another. For -,
! example, many basic techniques or app11ed methods .or claitmical .
skills are independent of Setting. THey can be learngd here
and transplanted readily. However, if what 1s to be leaxned !
is.culture dependent, or 1is inf luenced by-local resources orﬂt\<9ljr\

: a local .setting or a local _system that we may not understand -
and for whlch we have no relevant model here, then”we cannot
-tgach about ‘it. Indeed, if we try, ‘we are 11kéI§\to\ be _mig-

'leadlng and may even by our efforts socialize studknts away‘\“\;'szﬂnr
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Vit om intere&t in returning to their own couhtriés, W must
fade the question of what we do about all this. ’In my own
school we have many applications from foreign nationals. We
give preference to an individual spansored by, his or her own
Lcountry«or: by an intepfiational agency, and iq there is some-
Clearly defined plan to return to. the hoyeland.

v

. - . ’

Dr.*Miller: Let me turn to your suggestion, Dr. Bryant, that
we fieed to ‘help other countries explore new ways of organiz-
ing medical educatien in a way that 1s gmore likely to'produceqp
sthe physicfans that will meet natignal needs/ Amoﬁ& other
thihgs, you suggested eliminating uMavérsity hospitals and
departmgntal organization and placing education in community
settingg. What I hear you.askifg us to help other countries
to do we seem unable to do for'ourselves.‘ How then can we
-help others?.

i P -~

:" Dr. Bryant: ' The fact tHat'we have not a;complishe¢1§t hete
. doé§‘go§ mean that we should avoid participating h‘%ttempts .
- to do it ekséwhere,jas long ms we are properly humble in doing
S0, Por example, the %uggestions I hav% made may'bé entirely-
7 "ﬁgong.’-lf l'were involved in such a-program with colleagues
BN another land, we would begin with a prelimfhary assgssment
of possible directions gn which solutions might be found. "It
is p;eaictéble that any prg?%sals would &t. best turn out to
‘Qg ohlyxpggtialli'correcﬁiw- .. . . -

v

-7 . R 1 . - .
Dr. Fulob: I am éfrq}a.thSt D%.»\ryant's suggestion again
carries the implication that we try to arrive in a foréign .
land with a bag full of solutions. - I have ‘sensed this danger
in the whole approach you*have taken -in your talk. This may
have been an'aggeptable agbroach'lowqﬁ 15 years ago when they
redlly had no Xxperts of their own. MNow there is no develop~-.
ing coungry';n the world without a group of people who know
better than'any outside person’what their needs axrg; -And

‘they resent people who‘a}rivetaith set solutions. ¥ Ror this ~
reason, I would not go with any such solutions as elimination
of-university hospitals or departments or anything else. -

- Outsiders must go there openminded, prepared to lisfen, and
ready to seek Solutiong-with host nationals. .Let me add that R
I think thé€ United States is doing remarkably well in train- ° .
ing doctors-for its own needs.. The fact that forward-lodking
People feel these-may not Be.the needs of the coming decade -

(a view I Wwould share)’ is an@ther question.' Certainly Amer-
ican schools are broducing the type of people that can fit
tﬁg*needs of the moment, as are Canadian medical schools.
But 'this is not.what is needéd in_other cquntries.
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- pr. Miller: If 'I‘may dgaw an inference frém what both you”
vand Dr. Bryant have sa1d, for I think he' simply ased the __
¥ _ W gpegifics a¥ .illustrations/of possible things worthy of
‘egploration, you suggest that if we are really to ‘be collabo-
* rators with develdping nations, we must gotngt‘with"’answers"but' .

-

¢ with a §p'.irit of inquiry,so that togethegr we may learn. . Is
. that what you want us to take when we arg educators ip’other .
ocountries? y - b A *
- . A &. . s N )
) . Dr. Ramalingaswami: ' “¥es, preélsely so. The app::‘oach‘sh_oul\d . .

be one §>f. joint endeavor, an experimental approach, an L -
approach.tha.t‘wi'll use modern history and modern” technology, -
to suit"the local environment. I. want o give one example
w from the field of health technology. ¥You do need v fairly. -
A .

“wefrned health technology ta establish the*simple. fact that a' %

+ . ‘'patient with cholera or a thild with dehydration from rrhea \'

\ %: s can, with,in limitsy ‘be brought back,to normal‘t-:hrough the use - R
gg B of electrolyte mixtures mad€ by a paramedic.or by the mother. .,
% Now this isia findihg of t::i'émendc?%ppbr%d Health impoFtance, Eoy

3 that, in the huts dnd homes You ¢a - éreat?children:with: Sar- . Vi
eed institutrondlization. NO¥ ce

- thea or_dete_ct'f the ones who n :

s to come to,this stage required first thgﬂ'appreciation of the
importance. of the problem. 'Many people look for solutjons: - ..
s but 1t ié really more important to identify the questions and 4

. then to ube carefully centrdlled laboratory measurements to '
~ prove the‘kind of hypothesig you-are working omﬁ\:'l:’rhis re= <~ -y
quires not only high technelogy, bat also adaptdtion of that — *
technology to rural environments. Let me ,give, another examp¥- j

' Thexe are few things more important in ghe dereloping®world )
. than taking immunization services into the rural aréas where ..
one hat no,facilities for refrigeration to keep -immunizing, .

- agents potent. Now what can 'technology- do to solye this prob- -

lém?  Such .questions growing from simple situations cry for AR
This area, ]

solutions byt\t.g'euapp&!icatrbri' of high technology..
both'-in gducat{}q and in research, requires a joint endeavor, . ¥

& .
1 an experimental fposture;- ‘%‘nd consgant; probing & P R

»

Dr. Miller: I heal.you saying that when we engage 1in this .
." work we should go abroad as the _scienéists we ¢laim to be T
rather than as the missionaries we' often appear.to be. - "

-
<

C, . Dr. Br a'nt:‘. I would l:,ké, to come back to,Dr. Fulop's point N
'-4’5%’:*-’ “_ about the nature of colleagueship when we are involved-with
develdping cduntries 'in ‘such enterprises. ‘I «seligve we sho_gl.d'd,_‘

% . arrive with opgen minds, but not with empty minds. We need to

. be realistic about what this collegidlity is: We will face . ,

- ‘hgalth problems and face them togethgr. We should be willing | 'y*

v to state our positions as }long as we fo%o insisting on he{'\ig\ qt‘:‘rd

, . our way. ey
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o ONE WORLD OR MANY: AMERICA'S ROLE N .
:' ’ "INTERNATIONAL MEDICA.I:. EDUCATION
T‘,:V - . . ‘s General Discussion )
3 ’ ) ! .
4 ’1" . o ,
Particigant: Dr. Bryant has indicated that his school selects
.certain studefts and rejeéts others assuming this will be ajood
for the countkries from which these students have come. ZLet me
tt.x;n it around another way, for what Dr. 'Fulop has been stat<
~i> ., ing might ghgsb an alternative approach. If we agree that
j i R the United States might have some skills or fund of knowledgey -
3; jg'"gz; Fechnolégy which. is. usableYell§ewhere, then pérhaps the
*%{ . " countries themselves should identify the subject in which.

‘¢raining is neefledp select the candidates for such training;
select th® instltutions in the United States best suited tor
"'" provide- such trdininy; be prepared ‘o pay for such traininé;
. and possibl{pro ibit others of their citizens from leaving
0 the country to’ gét trainimy.  Now this 1s a most serious et
A " lead us to this tkpe of conclusion. . -

Dr.- 'J6hn H. Bary'an:_: Why are you troubled?

L 3

» _A Participant: I am| troubled because it would determine how\{e

" 7" respond to'applicahts from all over the world. It wdyld-be
much easier for ug to say £%.applicants. that since your coun-

mte‘rfgx;fé'ﬁ‘c‘el woulfl; in theslohg xun, be bad. I can understand -
that developing
resources but th
« $Mportant implic
tutions‘ must res

. , -~

try has not sent you, ‘hasA¥t identified the. reasons for which
! R ‘you’ ar,e\'s‘ént, we ¢annot takeé you. ’I‘hiﬁs does interfere with

){ "‘ " one fo¥f ¢ Interpational rg]ba&ionships and ,perhaps .this , .
i

ountries must preserve precious mahpower
methods which seem &0 be required have.
tions in ferms of how aur educatiomal insti~

ond" to applicants. o T e

Al

Dr. V. Ramalingapwami: .I go along with these cemments right
. . . up to thé last ppint. I think the time has come when each *
‘ . country must decfide whaf kind and what levels of competence
-in the health filkld it wants to have now and.in the future.
This is, of courge, more ea#ly said than doné, but it is step
number one. It lis an exercise in health manpower planninq - e

| 2

PO - - - . . .

. Oof circumstances) but I wonder if some of your comments do :not . >
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that each country %ust carry-out for itself gither alone or

with the help of international agencies. That country must =~

then express to” the United Stateg, or to any other country,
that these are the people and the numbers that they want to

2 have tralned, these,are the specialties they wish them to *° .
learn. .This 1s absolutely essential. And to thesextent it

is able to do'so, there is nothing more noble than the coun-

try itself sponsoring and paying for the service 1t wants to’ 2}

- have. Where 1ts-f1nanc1al respurces are inadequate, the
help of lnternatlonal‘organxzatxons and other national govern-
. ments could be ‘taken. Up tp this point all 1is very well, but
. then there 18 the question of whether all these conditions
mustibe fulfilled ‘for this kind of network to really function.
. Do you stop others who wany” to come to the Unrted States to be

Al Ptramed? Now this™is something on which 'my country has been

quite vocal. At one time the Government of India said th3t no
» ¢ medicadl draduate could leave, the country funtil 7 years after °
'gradudtion., The day after tbat 14w was orbmulgateqf there was '’

. an appeal’ to~the Supreme Court which finally ruled that the «, .
Constltut}on .of India holds edupatlon as a fundamental rightems -
of every individuai who can go anywhere on this planet to Seek
it.. I think we must seek other ways,.including hxghl;ghtlng, .

. both te ,our owh medical graduates and to thoge of other na- . °
&ions which may offer them postgraduate training, what our

. . greatest needs are, even though at the moment there mxgﬁf not
~ be endlgh government posataions to guarantee-that the person
could be offered a place in ®he health service system We
must emphasize both the need and the expect tion that in the
course of' time governmert or the economic ablllty ofﬁpeople
will™be able to sustain and pay for the services of these'per-
sons/ In thig way the whdie Structure will not become terribly .

»

v " distorted an training will st?él Rave relevance to the pattern .
Ve ' of manpower that the country h set for 1'tself.. I would think ¢
s gt sucb an i1ntermediate posxtlon woul® be better than saylng we

N ]uét will not let anyquy leave aparticular country. e

Partlclgant° 1 would like to ask the panel to speculate on
the effect on foreign trained graduates of°the prediction that
American graduates will soon exceéd.the number of positions

. avaxlable fov thelr first year of postgr’euate training. —

‘pr.. Ramalingaswami: «1 Welcome the 1ncreased output of physi- -
cians from within the United States to man the positions that
s ,are avarlable here. [

.

.

Sr . ,Dr George E. Mlller~ I think that posltlon would be enﬂdrsed ‘.
: : by vlrtually every developlng nation.

’ .

. -
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"éarticigént- Having spent about 6 yearswina_ universigy
[ assistance program in a developing countrg, I can hardly dis-
agree with ‘many of “the criticisms about stich pgogréms that
% have beén voxced by our panellsts. it would seem to me,
.~ however, that we have to get the medical school facuity mem-
> bers in these dedeloping countries to come to the same con~
clusions that our panelists have reached, not merely the
deans, govermnment officials, and people who sponsor 2- or 3-
~ day workshops, for it is thd faculty which ser¥e as ,the role
. models for.students. This s difficult to_,do, and requires
an enormous amount of time but JAs one of the great deficien-
‘cies in many of these programs. fiow do you establlsn in a
facylty the capacity, for change, for exploring néw alterna-
tives? How do we get teachets away from thekjnd of Aadgmatid
AN and authoritarian ,and passive style of teachlng and learnlng
that is now so w1despread?

. . ~ ~°
'Dr. Raﬁglingaswaml. I agree entirely that a basic change must
Q » . Comé.within faculties, One step I would suggest is a greatekr
engagement between the faculty and thé-health care delivery ™
system. ' . . s . -
. ’ *' ~
"Dr. Fdlogx 1 ,think that this may be the most 1ﬂportant answer
to the questlon. In fact, it ‘'has been accepted ‘now by the 150
. member nations ¢f the WOrld Health. LOrganization to try. to pro-
« mote, both at national. and ‘subnational levels, mechanlsms to
bring together all those directly concerned with, health ser-
vices and manpower development, as Well as other sectors which
are interested in this field. I think this action may bring
* the’ necessary pressure dn schools to develop whaﬁﬁls needed.

.

¢ Participant: I was part of one of these rafﬁ“r poorly' con-
ceived and perhaps paternalistic programs in another couhtry,
and I #m sure I made all the mistakes that have been described.
But, despite the- shortcomlngs, there was exposure of visiting
faculty to cultural dlfferences, to educatlonal dlfferences,
f and to néw _problems which seemed a very, very posx}lve thing.
Have not many of these programs, some ill-conceive some of
them far too enveloping, had this.effect? And had we not more
widespread interest in such work a few years ago than we h g
. now? If we hawe reached a place where o only a core of hig
i tra1ned\1nternatlonal experts gan “Be helpﬁul‘ then should
questions the panel has gﬁlsed be addressed to this gro
' shonld they be addressed ta thé polltlcal forum where the
support issue will be gettled? It seems that we can only
gmve dollars; we cannot give ourselves becadse,our efforts el
pave been so 1mperfect in the past:

L)
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Dr. Fulop: I think, that all three talks "have paid tribute °
tq the efforts that the Unitéd States has made. It may sound

e ,paradoxical but the fact.that the d‘ev:&opmg countries are now

' , 1 dissatigfied is largely due to the,co; ributiod that U.S.

., !medicine and medical education have made in developing a

cadre of +bright young, and maybe not so young, people who are”

. now able, to recognize that what they have Pceived was not® \
*retevant. In short,ithey learned how to think. They learned -
to a very high degree, not only medicine, but responsibilit
to their own nations.. .The.fact that they afe able to questio

. the relevance of more of the same thing 1s ot .o condemn whai

has been done so far. They pay tribute “to what they have .
- learned by recogni2ing that changess are needed because circum- .

stadces have changed. What 1s now needed is another type of i
. collaboration. et Ia
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THE ARTFUL COMPROMISE: A SUMMING UP* .
RTE

e
w
.

E..D. Pellegrino, M.D.

“"A very popular error--having the courage of one’s
cofvictions: rather it is a matter of havxng the
courage for an attack on one's convictions.," ==
Nietzsche*

~ (
» .

Introduction . .

.
< . <«

No commentary, least of all mines can do justice to the
14 ekcellent papers we have heard so expertly delivered in
the last 2 days. Only the high quality of the discourse and
thé serious intent of thls conference can mitigate my sense
of fooIhardlness at undertaklng such a diffycult asslgnment.

I have been asked to*provide an "artful” compromlse——one
which-might identify patterns of agreemgnt”and suggest modes
of accommqdation where agreement is lacking. “In the themes
our speakers have offered us, I do detect large°areas of near-
agreement susceptible. to comprémise. But I also detect a
fundamental divergence in opinion on_ what should constitut
the ‘fundamental orderlng principle in medical education... !’15
*divergence, I ar, is not to be eliminated by compromise,

. however artfully constructed. i '

. . " . ¢ -
) With your indulgence, then, I would lake to concentraté‘
rather more heavily on artful confrontatlon than compromlse.

» Pwo different root principles have beeh offered to us as the
organizing element in medical educatlon-{,medlclne as sctence,
and medicime as cormunity service. While eaclt acknowledges
the existence of the other, the matters of studént selectian,
program content, and cost are shapved wery dlfferegtly depend~
ing upon which prainciple predominates. Interestingly, 1t is
the 1nternatlonallzatlon of the American educational ideal *
which most” clearly exposes the dichotomy of its organizing
principles.

- - B A o

- - >
¥

A ) \ Q4
'*Quoted_igg‘ W. H. Auden and Lewis Kronenberger.” 1962.
The Viking Book of Aphorisms. Viking: WNew York.
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+  The central issue for medical educatibp in the remaining
years of this century 1s the degree to which the opposing, -
;hematic systems can,coéxist-ewzxﬁaut’tapitulation of one tp
"the other. This 1ssue 1s more than a question designed to
titillate the scholastic mind. Increasifyly, bublic opinion
is opting for community and social need as the organizing .
force. With equal vigor, the academic S€ctor 1s opting for
the scientific and technological character of medicine.,

Much depends on how. fundamental we construe the ¢1ffer:
ences to be.’ If we<follow the dominant educational pattern
of -medicine as science and technology, then all that 1s re-
quired is."finevtunlng" to bring the instrument of medical
education into harmony with what society ne -——1f, instead,
ye adhere to the values of a community-oriented educational
instrument, tken drastic measures are demanded to counter the
growing dissonance betweert medicine and society:

L]
' No instrument of ébc1epyﬂcan endure® ynscathed when 1its
purposes become radlcally‘dislocated from those society
, requires of %t. In America, and in the remainder of the world
where American medical educational ideals are so closely emu-
lated, there is the real thréat 'of twg parallel systems of
education and practice based on each of the divergent ordering
principles. Were this to eventuate, both sqcsety.and the
medical establishment would be the losers. . .
- ‘ ° ° - N -~
- ? 7o advance my thesis, I shall proceed in the following
‘¢ way: First, I wish to examine the nature of compromise and*
dialectical confrontation in.the context of the nature of
current discourse on medical education. Then) I shall 11lus-
trate the natqré of the two ordering pranciples and the
. different ways they shape the four questions before us. I
3hall then seek the most practjical points of convergence be-
gween the two thematic systems. Finally, I shall outline the
elements of a reasoned discourse between the opposing -

principleg. . . .

.
’

1 .
.. .
» Nature of the Discourge: "Artful” Compromise * *
or Confrogtation )

I . .
iy .-

Wwith his usual prescience, George Miller as§;gned the"
title of "artful” compromise tgq this closing commentary. I
am impelled, therefore, to c}érify the senipfzﬁiwhich I shall -™
use this term, s LT
I .
"Compromise” may be taken in two senses. ¥n one sense,
it refers to. the process of accommodation of rival viewpoints
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by mutual concessions, and § yleldlng‘of somethzng by -each

{ " side to 'the other. ' But "compromise® cah also refer to weak-
'\ " “ening or xmperlllng a position and exposing it to risk. An
L "artful” compromise, presumably, is one which skillfully and
- : diplomaticalky achieves an accommodation of opposing views N
" with a minimum of perll to the principles upon which they ? »
‘ stand. e
~ » e >

Compromise in the constructlve ’sense can’ occur under -
certain speqrf&c conditions: ‘when the ideas or positiong
N are simple comtrarres, that is, they differ but involve no
logical 1ncompat1b111ty, when the ordering prlnclples from
which they derive differ only in emphases or 1nterpretatlon.
. Compromise is possible, in short, if the underlyln? presuppo-

sltlons do not differ in essence™ 4
A

.

But compromise takes on‘a .destructive sense when the
. opposing viewpoints involve some logical 1pcompat1b111ty and
when the ordering principles differ in esserf¥e. Under, these
N' ‘ clrcumstances, the opposing viewpoints are really in dialec-
L. tical confrontation. .Compromise would imperil oné or-theé
L JN other. Resolution is possible only by some new welding U
g together of antithetical ideas which retain their essential
' dlfferencés, but‘assume a new ang complementary relationship
Y to each other. . .
'x 7 “ N . " .
Artful compromise, therefdre, Would do justice to nejthere -
position, and would, in fact, merely submerge issues of funda- ™
» mental importance. In place of the popular version of a i
dlalogue—-a term, by the way, sadly misshapen from 1ts original
Socratic meaning--we should substitute the kind of conceptual i
e coﬁfrontatlon réquired in tfue dialectical reasoning. The
process should be dialectical in both the Anlstobellan and

,rodern semse of that term. ' %
n _ ; + N
. . In The Togics, Aristotle o;oposed dialectical reasonlng @

as the mode suitable *to deallng with opposlng opiniofs not
based on scientifically verlfrable proposft;bns. This he con-
trasted to demonstrative reasoning, which starts from scien-
tifidally-valid propositions and ends in truth rather. than .
opihlon. Aristotle argued that dialectical reas@gning, while
inferior to demonstrative, ‘'was nevertheless useful. It
¢larifies contradlctory oplnlons, examines and exposes thelr

i “relative merits, alloWS for examlnatlon of its conseguences, -
o and plnpolnts residual differences susceptible to compromise.

i It can clear the ground for demonstratiye’ reasoning when ]

verlf:.abiez statements bewlable. . . -
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Dialectical reasoning in the more modern sense is asso-
ciated with Hegel and Fichte, «Here again, a mechanism is™
offered to deal with contradictory notions. Recognition is
afforded of their logical incompat%billty. withqut nullify-
ing the differences completely, we can mitigate oné sidedness
of each position in the svpthesis of a neWw concept dhicp‘
may itself be subject to contradiction. But the recurfxdg
cycla &f reconciliation through synthesis provides a dynaitti.g
rather than a static confrontation of opposing 1deas, moving s
us gradually a little closer to truth. .

,What both the classical and modern notions of dialectic
guarantees 1s that each of the opposing viewpoints takes the
other seripusly. Even ideological discou¥se can profit from
a dialectic of high quality, while without 1it, there is*no
alterhative to thought- and ction-paralyzing stalemate. In
its absence, a false sense Of amity ensues which obliterates -
serious differences; each side merely ignores the assertion
Jdectugl encounter. This, sadly, 18 ﬁhe spdrit. of much—of—our
national discourse on medical education, politics, and inter-
national affairs.‘ It 1s especially evident in the secular
Rational
discoufse gives way to psychologistics, and we never fexperi~
ence the cadeful dissection of wssertion and counterasggrtion.

of the pther, and sermonizing substlﬁptespﬁQr serious ihtel-"*'

The distinctions between- the process of compromise and
dialectical confrontation are not trivial, nor are they an
invitation to sophistry. their purpose lis.not to enable one
side or the other to "win" an argument, but té deal sensibly
and respongibly with conclusiops based on initial proposi-
tions which_are only-probably, and not scientifically, 2
certain. That the presuppositions upon which any theory of
Thedical ;Hucation 1s founded are largely unproven--and pos-
sibly unprovable--is all too apparent. .

~ - . )

Fo o S

Compromise and Ideologic Discourse .

. * -

Let us turn now to the papers we have heard: To whéé
+extent is artful compromise in the constructive sense appli-
cable, and to what extent is a dialectical discourse required?
In my view, the papers exhibitvtwo opposing lue sets, each-
derivang from opposing presuppositions and ea truggling to
take precedence in shaping-medical education. These differ-
ences are ohly in small part subject to compromise. For the

- greater part, .the creative tension of a dialectical encounter

is required if we are fto deal constructively wifh theése’
‘antithetical propositions. ' :

-
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"3 R ”§¢5 The]g;pe:s by Ebert, Schulman, and Chase state, most
- fofcqfully,and most eloquently, the cade fdy medical science
¥ as the ardering principle. With some modifications in the
s matter of evaluation or curriculum, these threa authors
L assume that it is in the best rnterests of society to shape >
future physicians pretty much a% we 'do today. On' the othér
~ side, Bryant, ,Fulop; and Ramalingaswami underscore the grow-
ibg discontfnuity betweenYQﬁe kind of physicians produced
= “by the dqmiﬂ!h%ﬁva£ue system of Western medical education
Lo and the needs of ‘conhtefn orary -society. While their disquietude
. is enunciated in the name of the developing cobuntries,-it, *
reflects just as eloquently the concerns of many in our own
country where~scientifig and technolodlca} medicine are

readily available.

.

P , Splaihgard,aﬁd Bergen in their analises of whé shall pay,
and for -what, génerally assume that the product is a physician &

’

educated in the present mold. Bulger, properly recognizing s
that the gfoﬁiem of costs is a second aorder: problem entirely -
: dependdnt upon what' is the system wishes to praduce, none- . //1
. theless takes nd seriBus issug with the dominant pattern, . .

- . P L] .
Inter%slingly, Henry and particularlyosorballj as the
only consumers partakihg in the discussion--and Jhighly sophis+ <
ticateq cqhsumerswthey arer-raise serjous questions aboit the ™'
: . congruence between what medical educators deem to be in the ¥
{ publiq interest and what the public deems to be in its inter-
“* ¥ est. Corbally copfronts the issues squarely when he<says,, .
"Our national problem is.hot what we can afford,; but what we
¢ want to support.:, Our problem as educators is to determine,
with the péople, what kinds of medical care_they want, and £o
;.- determine the ‘best ways to preparé personnel to provide that - .
care."  Heccalled the educators’' attention to the questions . -
~of "availability an quality of medical care as antecedent to
%" any concerh for‘costs. )

2
> ~

=3

Tl b

»
»

The three pdpers on Xeledtion subscribe, in varying
degrees, to the domifant pdferns of education. s They express .
some concern for the dehumanization of medicine, the techno- .
centric bias of, the modern physician, and the inadequacy of
thg BPA and MCAT. Marston is Justifiably concerned with the .
. matters of-equity and justice 1in selection, but-feels no
drastic changes are indicated. Gellhorn and Grove are most
sensitiver to the nedd to develSp physimans with genuine
. humanistic and humanitarian sensitivities; .they would alter
the selection process to inclpde more stydents.who show evi-
"# -7 dences of empathy and interest in people. While. suggesting -
"7 changes in the curriculum to encousage a hore humahistic . A
. 2 L]

. .
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gttitude, even these papers accept the "omnipotential®”
scientific physician as.the goal of medical\education. '“

. - .
N '

The papers are .paradigmatic not only of ‘the two oppos=-
ing value systems in medical -education, but they also illus-
trate the natupe, of the discourse as it takes placé in'most
countriés today.r The two fundamentally divergenE viewpoints \
are uduadly expressed- in the form of a friendly and tolerant

. dialogue. Each is propounded clearly enough, but without:

\ *  the intént of serious engagement of the opposing view. ' Our
dedication to an easy'pluralism and our disinclination to
conceptual confrq%;ations ensure that d&ametricg}iy opbosed

- concegpts will cou teously bypass each other. y are . <\
respecbfhlly heard, and as respectfully 1gno§£§’2r discarded,
without critical examination. We have lost our taste, and
our capacity for avgenuine and creative gonfrontation of 4 .

-

. -opposinyg concepts. . . . = o .
. . , e P .
]J{ What results is ldeolqgléql discoursg rather than dia-
lectic.+ I-am using 1deology in Karl Manheim's (1960) meanidg

to degignate convictions that have hecome so bound to the
interest of a particulan group that they are oblivious td .
. contravening fact or oplniop, even when the contravening
notions reveal real conditions in society. Ideological -
tances use 1deas as weapdns'in support of value presupposi= .
tions rather than as ob']ects for critical examination. ‘ o
. Ideological statements simply refuse to take opposing views
seriously enough to enter into intellectual confrontation .o

with then.

* Compromise,” in the coﬁstructivg,sense in which I have
defined it abdke, 1s possible between differing viewpoints
within the same ideological system. Thus, the differences ,
between Grove, Gellhorr, and Mafggoq are’ resolvable by com-#

promise, as are they between th& positions of Ebert, Schulman,

and Chase. - Compromise between“xdeologicgl systems is danger- . .
busfand,usually inauthentic. Thus, compromise between the
- first six papers and the threée by Bryant, Fulop, and .

s Ramalingaswami would pe. illusory, potentially destructive to
both, andxoblxvxous to what are important essential differ-
- - .

ences. - , - .
. < s y 2
value -Systems in Opposition ., . N S
; 3

K . » AJ
h We should tyrn now to a more precise characterizatio
*  of the opposing value systems which these papers illustrage, .
and the way those values lmﬁfnge on the questions befoye

+ . '
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\ TQ;_)omiqant value system in Amerlpan medicgl education \

_',coun%;@gs goes, America should make

fj B - f . .
o we .
“ 2 \ «
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us—-student selection, curricular aésigqr cost of education, .
and exportability of the American medicfal educational system.

_holds that modgrh medicine is essentially ap enterprise of . ,
science and‘te ogy. The physician. is the guardian of ’
this arcane kpfwlédge and’ the mediator between its sources_ ‘
and the needs of patient and society. In virtue of that }
guardianship, he i} best qualified to define what medicine is,
what needs of society it shall address, in what order, and by
what means. The mission of medicine' is to heal and eradjcate
.serious illness, largely of the acute and o éanic variety.

Medicine best serves society by solidifying 1 scientific - -

base and not dissipating its energies in attempts to heal }
the social ills which admittedly contribute to disease, but .
which are not matters susceptible to medical solution. . W

efforts must bg,to eradicate serious illness. To the ext&nht .

that he can emulate the method of science, the physician will® -
* Become a good qglinician. The rest is art or intuition and not

susceptible to analysis or serious intellectual inquiry. .
Objectivity,}detachment, and competence are to be inculcated

to counter the constant pull to "fuzzy" thinking and empiri-
‘cism which,go easily beset™the practitioner.

Concepts ljke "copmunity,“ "health," and "social medi- a
cine" are gt,pgésent too vague to detain the physician w§§§9)

- ‘

" From this' view, primary care, community medicine, and
family medicine are not disciplines with a content of their
own, but derivativeﬁ of the specialties. They are best

. served by physicians educated in selegted portions of the
specialties, particularly since it 1s of utmost- impoxtance
not to m.issg a signific,an'organic disorder which may present-
itself as a common symptom. - .

L

»

» -~ . -

The iﬁpact of this value system on medical edueation has
been profound. It is best expresfed in the Fléxnerian dox-~
ology: Medicine is a univers%ty dX{scipline, medicine is a
scientific end®avor, competence means specgalization, teach- .
ing must be by full-time academic physicians, and the proper
training groupd'islthe hospital owned and controlled by the
university. Student selection, in consequence, emphasizes
scientifie‘preparation and quantitative abilities.~ While‘
humanities and social sciences are useful, they are not pri-
many or céntral. The Irigh cost of medical, education is

" justifiable because scientific medicine gdhgnds -a highly .
+ *gpecialized faculty, teaching on a one-to-one basis, and

depends on availability of the latest in equipment and re-
search facilities. So far as exportation to, developing
ailgQle what it does

L]

Best&-scientific med¥cine.




- The benefits which flow frof science as the orderaing
prihciple in medical education were conaisely adumbrated in
Mr. Snider's commentary. "AS a science writer his assessment
. - of what scientific medicine means to the public 1s particu-
B larly important. These gre the values which all the medacal
educators we have heard would preserve, though with varying
degxees of emphasjis and some modifications in the way they
are transmitted to students. While admitting certain defi- .
} Cjencies such as the need for a more hpmanistic strain and
. more emphasis on probléhsolvzng, everyﬁh;ng 1s to be accom-
plished in the frame of medicing as a discipline of science,

{» and every student is to be inculcated with that spipit.
- 4 .. : T

” . -
\\ L A quite conlrary, and sometimes contradictory, set of
values is propodnded in the papers by Fulop, Bryant, and
Ramalingaswarnl. Their ordering principles are the community
and society. ,Medicine in this view is pramarily an instrument
of social purpose, designed specifically to Qlézviate the *
“smajor health needs of a country rgther than just its medical
+ needs. Medicine should, 1n consequenc€, be shaped by the
epidemiology aﬁd ecology of 1llness.o the “country 1t serves.
The social, economic, demographic, 4 cultural sources of
111 health are as much a concer s the curable organic dis-
orders. Primary care, community medicine, prevention, and
- family medicineg, therefore, have a hagher priofity than
highly speciralized tertiary card. Advanced technologic fedi-
cine is assigned an important but limited place, since ig
' benefits only a few. Only if it has wide ‘community benefit .
is 1t to be cult;#bted. - The decision on how to \use medical
“ knowlédge, for what parposes, ,and how resources should be
allocated are public, not professional, decisions. The -health
4 care.and the educational systems must be planned and operated
together.
geth y

Both affluent and‘developing countries have large L
sectors of health caré largely outsi the value.systems of '
the medical profession. In the affl nt qluntrles,vas‘Marc'-
Lalonde (April 1974) has so well pointed out it 1s alcoholism
and drugs, automobile accidents; lack of exetcise, overnutEi—
tionj ocpupaﬁlonal and environmental hazards, and emotional

\ disorders that take the largest health toll., In, underdevel-
oped countrie%, poverty, malnutrition, population control,
. im@unlzatlon, sanitation, diarrheal disorders, and neonatal 3
mortality are the central social neéds. But whether the
‘gt - . country 1s affluent or poor, industrialized or not, the
centrality of community need rather “than medical science is
the point of departure for medical edycation. o !

.
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‘. Those who hold commun{ty need to be thé ordering .
° “principle hayé labeled contemporary medical education as
- 'inreleyéf?? and “"socially dysfunctional.” They condemn the
preparation of a homogénépus physician who is inadequately
T prepared f8§4the heterogeneity of the’tasks,society requires.
) “In this view,” it is not .thé biological sciences which should
prepare the physician, but the social and behavioral ‘sciences
and the humanities,

. [

f; - ' ‘ :
. @ ¢ g
The impact of comfunity as .an ordering principle for -
medical eéucation is easily apparent. .Selection would con-
s _ Centrate on students with deep social concern, an intere
" 7 in the mundame but cowﬁsa health pfoblems. The pertinent™
‘attitudes of mind are ithose engendered by economics, - anthro-
’ pology, political sciences, and epidemiology rather than the
'%iologicql.and physical sciences. Quantitative ability is
largely o6f the statistical kind.
The curriculum'éimilarly would emphasize the kifid of
decisionmaking capabiliﬁies»needgd in ptimary and family
medicine and_ prevention. Qpis approach 1s different fgom com-
ing to final closure on didgnosis and treatment, ag a compli-
cated case. The cost of education would derive ffom the need
"to pravide leaEn}ng in all kinds of communities, exposure to
! practitibpers,‘ang training iM\the nonlaboratory‘discipllnes.
Science-would not be, the energizing spirit; practitioner- ’
teachers Wwould play as much a role a . full-time academicians;
education would take placewnot 1ird thg university hospital but -+
in the community. P

\

-

- -

To accept community ﬂeed'rather thanp medical science as
the leitmotiv of medical education would, as Bryant and .
Ramalingaswami maintain, require drastic changes ip the con-
figuration of medical education. ghlmost all of the Fléxnerian
dicta would -be contravened or "compromised".in the negative
ot seq§e,of the term. We would end‘uémwith a very different -
distributiongof health'care personnel, for exdample. Instead -
of increasipg the number of physicians _and expecting them to
assume roles in primary care and prevention, these !hpegiggs
A

——

X would be assigned to nugse practitioners or some group
equivalently trained. We yould need fewer physicians,
highly technlcgily trained, to cover smaller portions of the
spectrum of medical and health needs. . y . h

]

These characterizations are admittealy more sharply
drawn than adherents of erther view might wish. I have done
_ this purposefylly to display the practical consequences which
flow from each organjzing prirciple. It makes a distinct
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differencé which prainciple yedﬁtart Yroq $n answering the

.

‘questions set befoxe us.in this symposium. Each principle
generates its own uncompromisable deterhinants whqnever'

Amovement by external agencies to ga

priorities ard to be established or resources allocated. <

Each provides a different qptitualnal frameworkX aut of which
,physician% form an image of their role in society. Tha N <
“image then becomes the justrfircation for what physiéﬁ?ﬂgy .t "

in fact, do, rather than what they might do 1in society.

PURY

]

The tension beflween the two ordering systems is more .

than academic or polemic. It 1s evident 1in ‘the growing

1n control over ghe~edu-

cational and even thé accreditation process. A series of
health manpower bills have been drafted attempting to incredse
the output of general physicians, limit the number qf special-
ists, and effect a better distribution of both, Equally

L

indrcative, though more indirectly so, are the sucgessive

pieces. of legislation on health care
trol, as well as a widespread public

‘planning and guallty con-
. interest in a patient's

bill of rights, the complex issues of, bromedical ethics, and

thé growing plea for more “human i-gh!

~

¥ medicine. Most

recently, the ptblic disguietude hdgﬁgxtendei to such pre-
viously e¢losed precincts ag the degree to which technology

" should be extended and the.potent:al

strained research (in microbial genetics, for example) .

-

two value-laden principles of crence
perceives also

social hazards of unre-

.

The public already percejves the Qghsion@between'the

and community. What it .«

xe that these oppoj;,g systems justify them- .

selves mainly by lntzznal referency, using one derived valué

to justify another,
order validity of their organizing p
is there evidence of the radical con

t never reaflly estgb&ishihg the first-

ring Ble’r” Least of all
tact of«gachgorderihé

principle wath the ‘other which igp&d convince society Of ‘the

willingness of their proponents“to f

cations. . * . :
o

-
- »

1}
Not éltogether wisely, perhapss public opinion seems to

be gravitating away from the scirenti
community interest as the more pert:
proper balance between these value S
we need more than dogmatic asseyxtion
We need a more discriminating analys
able- and what s not between these s

fic image and toward o
nent principle. If the
ystems is to’'be struck,

s and ideolcgical claims,
15 of what 1S comprompis-
ystems. Most of allWe

need a clearer expmﬂbétlon of the reasons or the’evidence

which supports the “Brganizing princi

ples themselves.
» »

N
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orego. internal justifi- }
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, Some Boinfs of COnvefgence) ] .
bDivergenct¢, and Compromise : :
o " ’ Yo .
- We lpék time for the kind of cpritical analysis of the
~ . organizinfy principles of medital education required to regain.

o public copfidence. A brief survey of some points in the e
. papers wgq have heard may reveal sgme of the most critical e e
"k ¢ sites fof engagement. . £ CN .

. -
.

5t Who Shoulld Bé Selbcted?

v

o
-

three speakers on this topic agree on grmajor -
-the difficulty of making rational and just choices
evyex-larger number, of qualified applidants with
fferences of capabilities among them. They agree,
the need for additional npoéncognifive criteria, par-
y those indicative of "empathy" and "humanism."  They
omewhat in their approach to a solution. Grove
opts for a process of modified randomization from a
cted samplé; Gellhorn decries the emphasis on science
ers a method for weighing affective qualities; and
focuses on the problem of justice, but cefhcludes
drastic ange ih present selection methods\is

d.

— ~ . . .
le problem promises to become more“:gute in the future. - N
s will be even better qualified, legal and ethical S
ges will limit the use of subjective criteria like the
interview, and pressures will increase for selection of more
istic" studeits. Some modified form of randomization ’
pool predetermined by a widersvariety of criteria than
use seems a likely point of compromise. -
" N ‘ .
he imterview is the faculty's way of‘exprgssing.its .
Jsystem, and it will be difficult to eliminate entirely.
ompromibe, it will ‘probably be used selectively. Inter-
might still be useful in assuring that patient- agd
e-oriented attitudes can receive proper weighting in \
fion. But, they will be applied to limited samples of
plicant pool--probably .at the extremes of the distri-
. “»bution curve of academic performance, and not in the middle. -
B i T B o Tt
Agreement is yet to be reacheq on the meaning of the .
term rhumanism." As I have indicated elsewhere (Ptllegrino -7
March' 1974), humanisin embraces & wide range of affective and
cogni#ive skills,~ from humanistic p§§dhology, on the oge hand,
to ;ye humanities as traditjonally understood, on the other. -
" By dnd large, our speakers seem to mean empathy; feeling for -- o

-
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others, sensitivity to human problems in illness, andf the

capacity to identify with the patient's situation.
- -

Several pitfalls and illisions tust be ayoided in at= _
tempting to assess such qualities-in appllcanls: 1) Taking
courses in the sodlal sciences or humanities cannot guarantee
humanistic attitudes. 2) Students with poorer academic
attainments are not by that- fact more humanistic. 3) The
methodology of assessing attitudes 1s still rudimentary.

"4) There is-the danger that eager and resourceful applicants

will*conforge to the new attitudinal scales as they now do
to cr Ta of GPA and MCAT. The resuylt could be a depress-

. ing 'psychological conformity' just as debiljtating as’ the
.cuxrent cognltive‘conformity.

L4
»
i

Perhaps ‘the more relevant 1ssue is the process of self-
selection, the point at which a student f#rst chooses to
undergo the rigors of a premedical education: Some students
exclude themselves from this competitivé filieu from the
outset, while others plunge eagerly into it. What makes ‘the
difference? _Is .it the pull of a lifestyle, power,.prestige,
independence, -authority, and intelléctual challenges? All

of these possibilities radiate powerfully from the dominant «

image of the physician 1in today's society.
* o

The mix of students entering medicine will change materi“

ally pnly wheh the image of the physician zn sociéty-.changes.
If we ware to acknowledge that several different kinds of®
physicians are needed, that each requires different kinds of
aptitudes, and that selection for each type will be based on
different criteria, then many who now reject medicine might

well enter 1t. Admission criteria are simply obstacles to be

overcome to those suffichently motivated t& become like the
dominant image of the physicién. It 1s the image which
attracts or repels certain kinds of people. Students with

_ more "humanistic” values will be attracted if the image be-

comes more "humanistic.” -
.« ¢ . T,

Nemw,

Selection illustrates the kinds of confrontdtion of organ-' .

izing principles I have underscored throughout this es$say.

o e ”

h. who follow tHe scientific princaiple--as,-our speak-

* .ers on this question do--conclude that the physician-must be

N

trained for all current medical tasks, including primary
care, prevention, social medicine, and whatever else society

formed, the physician must first be trained scientifically

. and without much variation. Every student must conforn to

“ERIC

Aruitoxt provided by Eic:

the scientific premedical pattern to survive the first 2
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i1includes undér medicineg¢ No fatter what tasks are to be per-
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years of medica} schooly regardIESs of how distant the ulti-

mate role in society may be from a scientific endesvor. e -

»

<

. If we take the communlty to be the organlzlng pr1nc1p1e,
we get a different outcome. Here, we turn our attention to o
< the more ord;nary proﬂlems of medical care, prlmary care,
) and prevedtion. “We ask whether physicians need to fulfill M
these needs, orf@hether the,nu;se practitioner or physicians
. assistant may not be better equipped to do so, énd moxee«
N economlcally. We may see the physlc1an»becom1ng a more ' ———lo
technical specialist and the nurse practitioner assuming most ¢
‘;ﬂ’\ of the functions of primary care. .Phe number of physicians
. needed may then be much fewer, while the need for nurse
practitioners may be con51derab1y greater than 1s now the
. case, " . . ¢
. e ' - *
> If this latter were the prevalent view, medical schools
' ~ would att¥act a different type of student. Interest and
capgbi{ity,in‘laboratory science would be less pertinent tHan
interest in ecology, epidemiology, sociology, and’ behavior . . )
Capacity to work with others as peers becomes important, b
ag would ‘skills in negotiatdion, persuasion, and group leader-
ship rather}than authority. Capacity tor deal with ambivalent
rather than fattual questions and satisfaction with long-temm
xrather than Jmmediate results would evidgntly be. thé more
suitable skillg. ! / : .
Al i " ) .o v L]
There is no easy or artful compromise between the,intel-
lectual and personal capabilities demanded b% the two ordering ’
principles which will not ultimately sacrificde one to the
other,, Different students will wish to conform to each pat-

geo

. ° texn. Society needs both. 'The confrontation of these .
‘differenges, and the refusal to ‘'yield to an lllusory compro-
- mise, is essential to a viable relatlonshlp between them A
+ which will benefLs ‘students and society. o :
“r ) o . R .
7* — -. - M".
A For example, without suggestl;;\tgg;.this is .the only *

# wvalue of each organizing principle. One might adjusf stu-
dent selectlbn to the actual needs of society for dikferent R
kinds, of’ physicians. Elghty perdent of the eatering class
Vould then be chosen on the basis ‘of capabilities and 1nter-
- ests ,suitable to prlmary care, pregggﬁlon, occuphtlonal .
med1c1ne, Atd the like. Jwenty percent would be selected-
on the strength of their scientific capabilities and_educa- -
tlonyfor the clinical speclaltles and the b10med1ca1 sciences.

,!esolution, megdical schools ¢ould take cognizance ofgz?e

law
('7
-
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~ 'would jdo mucn of the job for us.

o’

' the center of the dilemma we are considering. the  Center* from

COEmRmm - N v °

If we were to relate the opposing principles together
in this way, the energetic debates over the merits of organic
chemistry, biology, ﬁhyglcs, and mathematics, on the one hand,
and literature, philoepghy, and the social sciences, on the
other, should cease. ‘Each set of disciplines would be given
its due provided we do not expect every student td master all _
. of them! We would have to"abandon our pursuit of the will-o'-
the-wisp of the complete phySician, the "ogpipotential blast
~5all" ‘referred to Ly our speakers. Ve woufd obviate some of.
* the pdtent difficultds of assessing humasfistic qualitaes. ¢
_Self-delection for each-of these major types of physician

. fn like,m&nner; the dominant philosophic stance of med-

ical education--1ts overwhelming commitment to positivism,
reductionigm, and pragmatlsm;—onAF be gounterbulanced. The

future inte}lectual history of the- profession would, i1n turn,

be mod:rfied and broallened considerably. The greatest ’

advantage would be 1n a more mature education¥=one which more ..
closely matched student.interest and capabilities to the kinds

- @g ‘tasks society requires, rather than forcing all students to “
P

nform to one intellectui: type. |
K L I
‘There 1s no guestion here'of'ﬁne principle or.the otjer
triumphing. Both would be retained and woild be, identigiakle —y
in their ¢1fferences--and indeed cultivated for those differ-
* ences. We would avoid the illusionary pseiudopeacemaking of a
C#P. Snow, who compromises both sciefce ahd the humanities 1in

hisqgearch foE am1ty- Disc1P11nés aré'llke individuals; they 1
_worK best tod&ther” when they know their own identities and
"make their differences their contributign. .7
- . A

-, . N . - .
g T : .
- - v .
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What Shodld Be Taught? >

A3 - ~
The three papers 1in this section.of the symposium are at

which the problems of selection and cost ‘finally emanate. s
sWhom we select depehds heavily on what we. expect ‘to teach,~lnd i

. our courses of study should depend upon what we intend the’
physician to-do 1in socié%§—ﬁbsn graduation. Cost, while vex-
ing, is.only the means; 1t will be acceptable or not depending
on how well we manage the enterprisé and how well we artacu-
late education with service. .. R .

v
» ¢ - R 0

The curriculum is more wmportant for the values 1t re-
flects than 'for the precise methodology it employs. The |

tenacity with which the current curriculum is’defendedqyis in,

: . . *
part due to 1ts syccess, and an part dye to the commitments  .& ,
. ; : -
‘ - " Ky '
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of faculties to the values it embodies. Such commitment is

evident in the ‘essential agreement among the papers by .

Ebert, Schulman,.and Chase. They exhibit a philosophy' of -

medical education firmly rooted in the biological sciences.

They see little need for change in the ¢ime .allotted; they

a‘écept also the idea of limited tracklng,‘ a little moxng

flexibilify 'in electives, and a reaffirmation of the omni-

‘potent physician as the end product. - * -

'a . Withi#t their close philosophic',agreement, there are
_ some differences in emphasis on which Vfine tuning" should
concentrate. Chase deplores the lack of alternatives in .
learning methods and wants evaluwation more prec1sely attuned
to competéncy. Schulman is worried about t uality of
some of the graduates in some of our schools nd the defects |
showing up, 1n the innovative cturricula. Ebert wants more ’
y emphasis on problemsolv:.ng of a special kind and a clearer
3 definition of the content of family medicine. The issues
- théy raise are easily resolvable within the educational
’ philosophy .the speakers had in common. "Artful" compromise
would bé attainable without ehallenge to the scientific
ordapizing principle of medical education. .

" There is pne porntat which the"h;rmony among the thtree

spgakers might seridusly be disrupted. I_am surprised, 'yﬁ- R
deed, that, there was not more challenge to several of Dr
g Ebert's forthrlght statementsiuch as: 1) "What we'need 1s . .
- e a system or systems of Q\edlﬁl care which provide um.versal f

access to a reasonable range of medical services at a cost
.-that can be” controlled " 2) A 3 happen to believe that
- the drganization of health services should dictate health
. manpower needs rather than attempt to structuré services

on the basis of some predetermined formula for the production
.o of spec:.al:,sts and primary care physicians." Here, Ebert. ~
- s opens up a serious gquestion about the prganizing principles

now shaplng medical education. In particular, he seems to .
. imply: the kind of artlculatlon between education and serviee L)
"%  which ‘those w}?‘ favor commuruty as the ordering principle .
‘deem-_so essentlal. . . e
L. ‘ RN . ) .. :
J« o Ebert, however, examines this poss:.b.tl.tty and concludes LA

firmly, "’I‘h.ts ie not something w]’u.vlll,be accompl:.shed by
.2 alte.nng the medical education systésf.™ He has, however, R
.'p“rem.sely located one of the points of conceptual confronta-

. . tion between the two orderlng syStems. Bryant‘ Ramal.tnqa— .
swami, and Fulop take the contfadictory view and contend thatT‘
,,§, medical educmon must be geared to medical care delivery i

systems. 'I‘he defl(;.te.ncy in this meshing is what causes the?n
to label the present educatJ.onal patterns as "soc1ally* “
dysfunctlonal. 5 - .
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Without presuming to imply what the outcome should be,’

I would suggest that this is an exeellént primary locus fox

the kind of serious dialectical discourse I have been pro-

posing. The two positions canpot be simultaneougly true, A

nor can one take dominance without some injury to the other.

This is the kind of conflict which will not yield to *artful®

compromise

°

. s

The Drop051$lon that medlcal education and the hedlcal
care system are, or ard not, mutually dependent needs ‘critical
examination by proponents of both views. Demonstrative reason
1s of limited utilaty since there is little scientific evi-
dehce for elther view. Dialectical reasoning, as defined
earlier, 1S more appropriate. What reasons can He adduced,
for each view? What sort of evidence might be convincing?

‘s

What follows 1f we accept one view or the.other?. What values

are enhanced or J.mper::.led'> If there i measure of validity
in both positions, how can society be adsured that both will-
be retained? These questions need to bg addvessed poiﬁt by -
point if we are to move from simple assertions and 1deolog1cal
conflict'to rational dlscourse ’ .

—~ Another, pOSSlble locus for such discussion is Dr., Ebert's
recognition of the need for wider training in decisionmaking
in medical school. He feels physicians handle decisions well
When dealing with individual patients, but poorly when” deci-

‘ _sjons are of a,broader kind involving the health care system,

econchmics, and the like. A fuller analysis of the intellectu-
al dif ferences begween these two kinds of decisionmaking is
essential. Are the logical and epistemological bases for
these types ‘of decisions radically ch.ffer:ent:'> How much of
each k;nd of training is needed for the various categorles of
physxc1ans society needs? What qualities of mind are:best
predisposed to each? How does each type of problemsolving
conform to the problems most prevalent in gociety today? A
point-by-point analysis of these questions is indispensable
in decidings what skills are to be taught and how.

,’“,. - - . M

There are many more asgertions in each of .the opposing

value systems’ which have profound aeffect on what is-to be
tayght in-medical school. I have chosen a few of, them merely
to illustrate the ceptral’ theme of my commentary--that a
detailed_examination of claim and coﬁ;terclalm will require a
_¢hallenge to the ordering principle from which they derive.
4gng constructlve mutual criticism apd expllcatlon of these
oppOSLng assumptlons are the most urgent needs in future dis-
cyssions of médical education. Compromises internal to each *
system are dlfflcult, but feasxble. .Those between systems
‘are not. - . - - ) :

‘2 - .
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Gost and Exportability of American

. M . ‘
.

Tile and prudence'dlctate that we .,discuss these two
topics brlefly, since the points already made about selection
and program are'equally applicable.

With respegt. 4o cost, there 1s a large sector of ,agree-
ment among the speakers: 1) Costs should be better understood
by the public. 2) They .should be shared between government'
and student. 3) They can be reduced by optimizing managerial
efficiency. Costs, like the issues of selection and program,
are finally understandable only in térms of the principles
used to establish priorities. Within each system, co®ts can

be rationalized. Betweeh systems, the fundamental canflict -

reappears.* Because it is a second order phenomenon, I do not

- think cost is a good place .to initiate discussion between. the

[mc L

L i »
s . .

two principle orderiag congepts "1.n medical education.
- - .

The central iéspes posed by the last three speakers have
already been discussed amply. There is little need of conlpro-
mise here,, since agreement "is so obvious and so forcefully
stated. Bryant, Ramalingaswami,sand Fulop pay tribute to the
contxibutions of American medical education to the training of
specialists and faculty members iA the developin§ countrles.
Théy are fully cognizant also of the importance of sclentlflc
medicine in eradicating many socially significant diseases.

- - .

Their major themes are three: 1) Medical education must

‘be more Stringently scrutinized for its congruence with the

major health needs of a nation, and”’it must be shaped by thosé
rieeds. 2) Cofitinued exportation &f American medical educatlon—
al ideals pased on a scientific image of the physician causes
the profession to deviate in developing countries from the
major health needs of those éountries. 3) Whenever Americans
presume to be of assistance to other nations, we must work as
tolleagues, hotrsuperiors with ready answers. We must seek to
know what a.country feels it needs rather than dlctate what’

* we #hink it needs. .

, ‘

elaborate clearly a uccinctly an ordering principle for
medical educatioﬂrggizf?IcakIy.and categorjically opvosed to
thé ordering principle of contemporary American medical educa-
tion. The assumptions and presugpos;tlons in both value
systems are egually in need of validation and critical exam-
lnatlon. I have concentrated on one part of the two-part
dlchotomy for 1llustrative purposes. Communlty as genesis for
medical education is just as ideologically colored as sc1ence

P

‘ ’ hd E

The focal contribution. of these three papers is that they-

o
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_ as genesis. Its presuppositions are equally in need of
- dialectical examlnatloi\izi/yriticism. )

f,/ A

The Next Quarter Century——The' @,
Recovery of Reasoned Discourse - T

.,$ .I would add presumption lo foolpardiness were I to go »

much further in suggesting specific resolutions to the con=-

flict of the organizing principles I detect in conterporary

medical education. My obiter dictd have no doubt already

e uncovered some of my preferences. But some closing nemarks
on. the kind of discourse required to make the opposition of’
organizing princinles productive rather thanaspsyructiVe_seem'
appropriate-. . :

I have tried to show that the cuPrent discourse on med-

ical‘edugatlon'has-taken on too much the character of

ideological conflict and not enough that of a reasoned dis-

course. Two socially important' conceptions of médical educa-

tion are emerging, clearly in opposition to each other.

Neither takes the other seriously enough to.éngage in critical

-appraisal of its presuppositions and value constructs. get

these presuppositions, when implemented in such {grings as

student selection and program content, can have very different
- ihplicagions for society. -

simple dialogue, in the distorted modern meaning of-that =
term, is insufficient. It leads to mere sermonizing without
the Serious engagement of opposing ideas. It is true that the
discourse between rival educational systems, like the discourse
about most of the important matters in human life, stands out-
side the realm of demonstrative reasoning. 1Its starting®
propositions rarely have tze status of scientific fact. - As
_ Wayne Booth points out in his masterful analysis of the ..
e *modern dodma," we are universally succumbing to the conyiction
that reasoning about nonfactual matters 1s fruitless. We spend
most of sour efforts in "passionate gormitments” which had lost
connection "with the provision of good reasons“(Booth-lagé).

, Such an attitude freezes our actions into reiterative
affirmations which ignore the possibilities in the counter

.

position. While such a static state may be permissible %in

3

matters of stheory, it is .unacceptable in practical human *
affairs where the assertions we make soon become the actions !
we take. There is no alternative then, to the responsibility
of opening and maintaining a reasoned discourse. Note, I did N
not say a "reasonable" discourse. There is too ruch of :the
suggestion of any easy peace and license to nonqudgement in

s
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"the connotations of a merely "reasonable" exchange. We must ’
be "un-reasonable" enough to know, for example, when compro- -\
hisgﬁés destructive and when npt to participate simply to
avoid the pain of examining our own convictions tritically.
o &
A reasoned discourse can occur ¥n a variety of ways., all
of which contain the elements of dialectical argumentation
whether it,follows the Aristotelian}or Hegel}an model or the
“rhetoric of assent” which Booth proposes. & reasoned dis-
course betweeng,the opposing’princivles in medical education,
to be authehtic, wauld have to meet certain requirements
which I shall only enumerate. Such a discourse must begin
With a motive which transcends the irmediaté ingerest of the
value systems in conflict--that is to say, it must spring A
from an ethical source. This means we must reflect first on
the ethics of medical education--on the moral obligations
* educators incur by yirtue of the unique positions of medical
. schools in society. I have attempted 4n initial analysis
(Pellegrino, in preparation)’ of “the socially significant
ethical issues in medieal education. what is surprising is
how little has been written on this 'subject, which may explain
some of the difficulties of fostering creative discourse on
the whale subject of medical education.

i ~ Efich organizing principle and its satellite value system
must be willing to take the counterview seriously enough to
examine each of its propositions, the reasons advanced for
them, and the implications of putting these into action." The
standard against which supporting reasons can be measured
will be found in the ethical obligations of medicg% education
to the society it serves. ' .
- .

No dogmatic or value statement can be taken for granted,
no’matter how integral it may be to our perceptions of what
we think society needs, until it is shown demonstratively to
have a beneficial impact, or‘until at least no good reason to

I .doubt it has been advanced. - .
SRR , LB ' -
- Argumentation must be glaleétLCal in the sense we have
- indicated earlier--that is to say,” the lack of certitude of .

Ehe presuppositions must be_recognized, the antithetécal
nature of the actions that result must be acknowledged, and
“Z8hew relationship mist be struck which relates the contra-
) dictory ideas to each other in constryctive ways while retain-
ing some of the essential differences. i "
!‘ . w3 .
The illusion- that one organizing principle will emergé
triumphant must be abandoned. Instead, we must’seek the most
creative form of the tension between opposing principles.

.
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This will inarily mean placing science and commynity into =
‘ a dynamic interaction with eaoh other, allowing propoénents
: and values of each §0 be expressed,.because both aré..reqnisite
- to a sound medical care system. . ' -

L)

To be a reasoned drscourde; educated and percentive par-
ticipants outside the profession, like Messrs. Henry, Corbally,
and Neal in this symposium, must play a significént role.

They become' the advocates for society, enunciating those .
. values of broad human concgrn which must always constrain the
<L?ubrls of any successful gocial instrument.
\ ' . » .
We mus dlscrlmlnate'carefullyﬁpetween those.things sus-
) ceptiblé to| artful compromise; and those susceptible only to
artful conQnontatlon and resolutioh through dialeckical argu- .
mentation. We have given{a few 1llustrations of hoW these
- disfinctions can be made. .\ . ’ * .

! .
what we need is nothing less than a recovery of
. in the power of reasoned discourse to deal with comsiex,
value-laden, and opposing principles, whose practical exem
fications have so much significance “for' human affadrs. This
is a heed evident also.1in many other domains of human intex-
courke in the contemporary world. Medical educators could
provide a model which others might be emboldened to emulate.
. .
» ’4‘ There is really no alternative. America at th&\bicen— R
‘tennial can”be proud of its scientific and technological
achievements in medicine, and the educational system which
vndergirds them. 3ut riedicine and medical education both are
‘now required to fate squarely the danger to which all of-
-j>- man's special institutions are*sooner or later subject. I '
refer to tHe danger Of losing sight of their origins and pur-
« pose in social need. The greater the success. the greater
‘ the danger that these institutions will.make individuals and .

society the tools of their own survival .

o

° The bicentennial contriBution of medircal education could
be its.perception of the imfinency &f a danger which arises
out of the magnitude of 1ts sucfesses. By recovering the

) power of reasoned discourse, based on the ethical obligations
of medical schools, we gan hope for, & more effective and more

human conjunction of medical knowledge and education with .

personal and community service. - .
§ - [ 3

e - LA

R The task for the next quarter century is ¥o heal the , r

. widening breach created by the contrary pull o} two doctri
systems. Medicine must guard zealously agalnst'Ehe dogma:::”'__d;
~ S .
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Spirit easily engendered by its success;
agdainst the anti-intellectualism se near
American life. ‘

-society
the surf

. . PN

We need khe courage to sustain challenges to

victions, and we need the Splimifem in Whitshead's

"R clash of doctrines is notla disaster--it is an
,
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’ in 196\2}@ In 1974 he was hamed President and Directot

of the Natiopnal Board of Medical Examiners. .

'
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